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LATE RESULTS FOLLOWING THE USE OF INSULIN 
IN ONE HUNDRED CASES OF MALNUTRITION 


Harry Biotner, M.D.* 


BOSTON 


(THE use of insulin in producing a rapid gain 
in weight in patients with nondiabetic mal- 
nutrition has been well established." Since its in- 
troduction for this purpose an extensive literature 
on the subject has been gathered; in general im- 
mediate improvement with this form of therapy 
has been obtained. Practically nothing, however, 
has been written concerning the course of these 
patients after the discontinuance of insulin. It has 
seemed of value to follow a group of these patients 
for a considerable period, and to observe what 
changes had taken place in the weight, the gen- 
eral condition and the carbohydrate tolerance after 
discontinuance. This paper reports a follow-up 
study of 100 patients with nondiabetic malnutrition 
who had gained weight with insulin treatment, and 
who were observed for from one to six years after 
its cessation. 
CLINICAL MATERIAL 


Fifty-four women and 46 men were studied. 
All were ambulatory and normal physically except 
for from moderate to severe malnutrition. Their 
ages ranged from eighteen to seventy-one. Prac- 
tically all of them had been underweight for years, 
and their best weights in most instances were no 
more than they had been when insulin was started. 
All had tried to gain weight by one method or 
another, but without success. The majority were 
constitutionally asthenic and were nervous, appre- 
hensive, easily fatigued, lacking in energy and 
dyspeptic; some, however, were of the thin type 
who ate and felt well. The urine in all patients 
was normal, and the blood-sugar concentration, 
as determined in many instances before starting 
insulin therapy, was within normal limits. 

The patients ordinarily injected 10 units of in- 
sulin three times a day about twenty minutes be- 
fore meals. A few took insulin twice a day, and in 
rare instances the dose was increased to 20 units 
two or three times a day. The insulin was usually 
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taken for from one to three months, the shortest 
period being two weeks and the longest seven 
months. A liberal diet was advised. 


IMMEDIATE RESULTS WITH INSULIN 


The immediate effects of insulin therapy were a 
gain in weight and an improvement in appetite, 
which varied in individual patients. Jn most cases 
the gain was from 3 to 4 lb. per week for the first 
two or three weeks; it became less marked as time 
progressed. Finally, the weight remained constant 
regardless of the administration of insulin. The 
greatest increase in any patient in one week was 
9 lb. Most of the group noted an improved gen- 
eral and mental condition, an increase in strength 
and efficiency and a better gastrointestinal func- 
tion. The gain in weight appeared to be due 
to an actual increase in the deposit of fat and 
not to edema. This was suggested bv the measur- 
ing of the fluid intake and output in 11 patients 


Table 1. Gain in Weight in 100 Thin Patients during 


Insulin Therapy. 


PERIOD GAIN AVERAGE GAIN 


OF CASES OF TREATMENT IN WEIGHT IN WEIGHT 

lb. lb. 

6 2 wk 3-8 6 

13 3 5-16 8 

22 4-5 4-22 10 

14 6-7 5-24 14 

10 2 mo 9-19 15 

16 8-19 14 

15 3-4 ** 8-31 15 

4 6-7 ‘ 16-25 20 


during and after insulin therapy, the relation be- 
tween them being practically unchanged. In 1 
case during insulin treatment” repeated biopsies of 
the abdominal wall showed a remarkable increase 
in the size of fat cells and in the depth of the 
subcutaneous fat. The weight gained during va- 
rious periods of insulin therapy is given in Table 1. 


WEIGHT AFTER OMITTING INSULIN 


The weight of patients in this group was noted 
during periods which ranged from one to six years 
after the cessation of insulin treatment. The pa- 
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tients were observed as follows: 26 for one year, 
12 for two years, 19 for three years and 43 for from 
four to six years. The results are given in Table 2. 


Table 2. Duration of Added Weight in 100 Patients after 
Discontinuing Insulin. 


NO. OF 


NO. FOLLOW- — CASES NO. OF CASES 
OF uP RETAINING LOSING 
CASES ‘PERIOD ALL GAINED WEIGHT 
WEIGHT 
26 1 yr. 17 6 lost all within 1 year 
3 lost most of gain in * 
12 = 5 3 lost all in a few mon 
4 held weight 1 gradually 
19 3 1] 4 lost all in 6 m 
4 kept weight 1 She then lost gradually 
43 4-6 “ 26 10 held weight from 1 to 2 yr., then 


lost gradually 
7 retained about half of added weight 


Of the 26 patients observed for one year after 
discontinuing insulin, 17 retained the added weight, 
6 lost it all and 3 maintained less than half the 
gained weight. Of the 12 patients followed for 
two years, 5 maintained the gain, 3 lost the added 
weight shortly after discontinuing insulin and 4 
held the weight for approximately a year and then 
lost it gradually during the subsequent year. Of 
the 19 patients followed for three years, 11 main- 
tained the gained weight, 4 lost it all within six 
months and 4 kept the weight for approximately 
one year and then lost it slowly over varying 
periods of time. Of the 43 patients followed for 
from four to six years, 26 held the added weight, 
10 maintained the gain for from one to two years 
and then lost during varving intervals of time and 
7 retained about one half the gained weight. 

The majority of the patients have maintained 
the increased weight during the various follow-up 
periods and have felt better because of it. These 
results are in striking contrast to those obtained by 
Nichol,’ who in following 42 patients who gained 
weight with insulin found that 31 maintained their 
gain for six months or less, and only 4 kept the 
weight for three or four years. The chief cause for 
these different results may possibly be the differ- 
ence between the climate of southern Florida and 
that of this part of the country. Also, some of 
Nichol’s patients had organic disease. 

It was difficult to predict which patients would 
retain and which would lose the added weight. In 
general, those who gained the most weight were 
the most likely to retain it. This was not an in- 
variable rule, because some of those who made 
lesser gains maintained the weight, whereas others 
who made greater gains lost it all. Some patients 
continued to feel better in spite of a loss in weight 
after discontinuing insulin. 

The chief causes for the loss of weight after 
cessation of insulin treatment were unhappy love 
affairs, poor economic conditions and disagreeable 
occupations. Other losses were due to acute in- 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 3, 1938 


fections, “nervousness” and serious family illness. 
Some patients who were students lost because of 
irregular intake of food and worry over examina- 
tions. 

The best results obtained with insulin may be 
illustrated by citing briefly the case of a doctor 
aged sixty-three who was having marital difficulty. 
He became very nervous, depressed and weak, was 
unable to eat and lost 35 lb. in about two months. 
He took 10 units of insulin three times a day be- 
fore meals for five weeks and put on 22 lb., and 
began to improve generally in spite of persistent 
marital trouble. During the subsequent year he 
gained an additional 9 lb. At the end of two years 
his weight was constant; he felt much better, and 
said that if it were not for insulin he would not be 
alive. 

Ten of the patients, listed as maintaining their 
added weight, continued to gain after discontinu- 
ing insulin. The results of these cases are given 
in Table 3. Apparently there was very little danger 
of obesity’s developing after discontinuing insulin. 
Although 4 patients became from 10 to 35 |b. 
overweight for their age, height and sex, one of 
them became definitely obese. 


Table 3. Record of Ten Patients Who Gained after Dis- 
continuing Insulin. 


WEIGHT 
NO. WEIGHT GAINED PERIOD COMMENT 
OF GAINED AFTER OF ON 
CASES ON INSULIN STOPPING GAIN WEIGHT 
INSULIN 
lb. 1b. 
2 10-15 5 V,-3 yr. Gradual gain 
3 6-12 6-7 3-4 ** Same for past 6 mo. 
2 11-31 13-16 4-5 ** Constant for last year 
2 22-24 9-18 1‘ me for ong 15 yr. 
1 15 4° Gradual gain 


CARBOHYDRATE TOLERANCE 


In a previous study I made some observations* 
on the sugar tolerance in 25 thin patients who 
gained weight with insulin, and found a tempo- 
rary decrease in the glucose tolerance in certain 
cases during the period of insulin treatment. How- 
ever, the sugar tolerance returned to normal short- 
ly after the insulin was discontinued. Later Odin’ 
made similar observations in subjecting habitually 
thin patients to fattening treatment with insulin; 
he also noted in certain cases a decreased carbohy- 
drate tolerance, attended by an increased blood- 
sugar curve and excretion of sugar in the urine 
during the dextrose-tolerance test. Recently Dus- 
sik,” working with Sakel on the insulin-shock treat- 
ment of schizophrenia, informed me that glyco- 
suria appeared before breakfast in some cases on 
the morning following insulin treatment. Occa- 
sionally a high blood sugar occurred in the after- 
noon after glucose had been administered for the 
insulin shock. Shortly after treatment was stopped 
the blood sugar and urine became normal. 
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It seemed important to observe more particularly 
the effect of insulin on the carbohydrate metabo- 
lism in a large group of such persons, and to deter- 
mine whether any abnormal changes developed 
after a considerable period of time had elapsed after 
discontinuing insulin. This work was carried out 
by testing the urine and blood for sugar in fasting 
and non-fasting specimens at varying intervals of 
time during the periods of observation, which 
ranged from one to six years after the cessation of 
insulin treatment. 

The urine was examined in most of the 100 pa- 
tients seen a year after discontinuing insulin, and 
also in a majority of those followed at the end of 
two or three years. In no case was there any gly- 
cosuria. The blood sugar also was determined in 
many cases at the end of one year and in an occa- 
sional case after two or three years. These vaiues 
also were normal, and the figures are therefore 
not given. Finally, nearly all the patients followed 
for from four to six years had urine examinations, 
while in 11 the blood sugar was determined at the 
end of the follow-up period. These results, too, 
were perfectly normal. In no case did albuminuria 
develop as the result of insulin. 


INSULIN HYPERSENSITIVENESS 


Local skin reactions appeared at the site of in- 
sulin injections in 31 per cent of the cases. These 
were characterized by a somewhat indurated and 
slightly tender lump with a superficial erythema 
from 3 to 5 cm. in diameter. This hypersensitive- 
ness ordinarily started from seven to ten days after 
the beginning of insulin treatment, and disap- 
peared after varying intervals of time, usually in 
several weeks. In 3 cases there was a mild urti- 
caria, which necessitated the stopping of insulin in 
1 patient who was unusually sensitive to a number 
of proteins. 


One patient was of unusual interest in this re- 
lation. She took insulin five and a half years ago 
for three months without having insulin sensitivity. 
During the intervening period she lost the gained 
weight and resumed insulin seven months ago. 
After two weeks of insulin treatment she developed 
giant urticaria from the top of her head to the 
tip of her toes about a half hour after taking an 
injection of insulin. The insulin was omitted for 
several days, and after resuming it the hives reap- 
peared. Apparently this patient developed a sensi- 
tivity to insulin. 

DISCUSSION 


Most doctors have encountered extremely thin 
nondiabetic patients in whom there had been con- 
siderable difficulty in improving the state of nutri- 
tion with such measures as diet, tonics, rest and 
vacations. Insulin has become a very useful thera- 
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peutic adjunct in the management of such cases 
where the ordinary methods have been unsuccess- 
ful. Along with the gain in weight, insulin im- 
proved the nervous state, the general condition 
and the vigor of many patients. It is of special 
interest that most of the patients have maintained 
the added weight and the better general condition 
for as long as six years after the cessation of insulin 
treatment. It appeared quite likely that a number 
of those patients who lost the gained weight would 
have retained all or part of it had it not been for 
the various complicating factors which arose during 
the follow-up periods. Insulin was of temporary 
benefit, at least in those who did not retain the 
weight permanently. 


In estimating the value of any therapeutic agent 
it is important to ascertain whether any harm- 
ful temporary or permanent effects may result 
from it. In this connection, the only point re- 
quiring mention is the temporary decrease in the 
sugar tolerance which was found in some cases 
during the period of insulin administration. This 
was apparently of no practical importance, since 
the tolerance returned to normal in a short while. 


.In order to prove that the impaired carbohydrate 


tolerance was not permanent, tests for sugar in 
the blood and urine were made in the cases exam- 
ined at intervals up to six years after the discon- 
tinuance of insulin; all were found to be normal. 


SUMMARY 


A study is presented of the late results obtained 
in 100 thin individuals, without organic disease, 
who gained weight with insulin and who were ob- 
served for from one to six years after the cessation 
of insulin therapy. 


The immediate effects of insulin treatment were 
a gain in weight, a better appetite and an improve- 
ment in general condition; all these varied accord- 
ing to the individual patient. 


The majority of the patients maintained the add- 
ed weight and the improved general condition for 
as long as six years after discontinuing insulin, and 
a few continued to gain, but one became definitely 
obese. Insulin induced at least a temporary im- 
provement in those who did not retain the weight. 
Various complicating factors were adequate causes 
for the loss of the gained weight in a number of 
cases. 

In some patients there was a decrease in the sugar 
tolerance during the period of insulin treatment, 
but this returned to normal shortly after discon- 
tinuing insulin. There was no permanent impair- 
ment of the carbohydrate tolerance. 

Insulin has become a valuable therapeutic ad- 
junct in the management of certain patients with 
nondiabetic malnutrition who have had difficulty 
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in gaining with the ordinary methods of treat- 
ment. 
189 Bay State Road. 
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PERNICIOUS ANEMIA DUE TO ENTEROENTEROSTOMY 
Report of a Case Cured by Reoperation 


Wyman Ricnwarpson, M.D.* 


BOSTON 


in 1897 reported cases cf pernicious 
anemia apparently due to chronic obstruc- 
tion of the small bowel. Meulengracht' collected 
22 such cases. Not all these are reported in detail, 
but several had fecal fistulas. Most of the cases 
had obstruction in the lower ileum with dilatation 
above, and the majority had achloriydria. One 
of Meulengracht’s patients was cured by operation, 


and the only one treated with liver was entirely. 


relieved by its use. 


In the case reported by Little, Zerfas and Trus- 
ler,” lateral bowel anastomosis was _ performed 
twice; pernicious anemia appeared several years 
later. The anastomosis was undone and 24 cm. 
of jejunum was excised. Gastric analysis showed 
the presence of free hydrochloric acid. The pa- 
tient made a prompt response to liver extract, but 
had a recurrence of anemia when the liver was 
omitted. 


Strauss* mentions 2 cases of pernicious anemia 
following secondary  short-circuiting operations 
after appendectomy, one in a boy eight years old. 
Taylor* has reported a case with intestinal diver- 
ticulosis, pernicious anemia and bilateral supra- 
renal apoplexy. Sturgis’ mentions a case of perni- 
cious anemia, apparently dependent upon an anas- 
tomosis of the jejunum to the transverse colon, 
which was relieved by the administration of liver 
extract intramuscularly. Butt and Watkins,” like 
other observers, have found blood pictures suggest- 
ing pernicious anemia in a variety of conditions 
in which there is severe disorder of the lower in- 
testinal tract, such as regional ileitis, carcinoma 
of the ileum or cecum, diverticulosis of the colon 
and multiple fecal fistulas of the small intestine. 

Nutritional disturbances after such operations 
are fairly common, but very few (Meulengracht,’ 
Case 2) in which complete relief has been obtained 
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by reoperation have been reported. It seems worth 
while, therefore, to report another case of perni- 
cious anemia apparently cured by restoring to nor- 
mal a short-circuited bowel. 


CASE REPORT 


A 30-year-old man, an instructor in a university, was 
first seen in February, 1933. In June, 1930, he had been 
operated on for acute appendicitis. One month later, tor 
svmrtoms not clearly defined by the patient, he was again 
operated upon; an enteroenterostomy was done. It was 
said that the lower 180 cm. of ileum was short-circuited. 

Follcwing this operation, the patient developed a severe 
diarrhea and regained strength very slowly. In_ the 
spring of 1932 he was given liver extract by mouth and 
felt well in the summer, but this treatment was not con- 
tinued. The following autumn he became anemic, felt 
tired and weak, and suffered from diarrhea, with three 
or four loose, light-colored stools daily. There was no 
soreness of the tongue, and only slight numbness of the 
fingers of the right hand. 

The family history was unimportant. There was no 
familial premature graying of the hair, but rather a tend- 
ency to baldness; there was no familial jaundice or anemia. 

The only important illness was rheumatic fever at the 
age of eight years. There had been no weight loss and 
no dietary idiosyncrasies. 

At physical examination in February, 1933, the sclerae 
were definitely icteric; the heart was slightly enlarged, 
with definite but slight mitral stenotic and aortic regurgi- 
tant murmurs. The blood pressure was 120/50. The 
tongue appeared normal. Neither the liver nor spleen 
could be felt. The knee jerks were normal. Vibration 
sense was normal over the tibiae. The urine was highly 
colored but contained no bile. The red-blood-cell count 
was 2,900,000. The hemoglobin was 60 per cent (Tall- 
qvist) and the white-cell count 5700, with 74 per cent poly- 
morphonuclears, 21 per cent lymphocytes, 2 per cent 
monocytes and 3 per cent eosinophils. The average size 
of the red cells seemed definitely increased, there being 
many true macrocytes. There were also many small and 
fragmented forms. The cells were well filled with hemo- 
globin, and young red cells were few in number. The 
platelets occurred in approximately normal numbers. 

The course of the illness is shown in Chart 1. For a 
time the patient did well on a water extract of liver 
(Valentine’s E-29), but larger and larger doses were re- 
quired to maintain the red-cell level at or near the 5,000,000 
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mark. The diarrhea never entirely cleared up, but at no 
time were there neurological symptoms. 

From November, 1934, to March, 1935, there was tran- 
sient soreness and desquamation of the tongue. Finally, 
liver by mouth failed to maintain the red-cell level, and 
liver extract given intramuscularly was resorted to. As 
much as 6 cc. of Lederle’s liver extract, derived from 
200 gm. of liver, was needed each week to keep the count 
normal. 

In May, 1935, the patient entered the Baker Memorial 
of the Massachusetts General Hospital for further study, 
with a view to considering operative procedures. The 
fragility test of the red blood cells was normal, hemolysis 
beginning in 0.44 per cent salt solution and becoming 
complete in 0.30. The icteric index was 60, and the 


WATER EXTRACT OF LIVER RAW 
alentine) by mouth LIVER 
tablespoonfuls dail 


64333333333333333334 po. 
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The patient was last seen on July 29, 1937, when he 
stated that he was feeling entirely well and had no symp- 
toms of any kind. Examination was entirely negative 
except for the heart murmurs mentioned above. The red- 
blood-cell count was 5,690,000 and the hemoglobin 90 per 
cent (Tallqvist). The blood smear showed no abnormal 
variation either in size or in shape of the red cells; the 
differential count of the white cells was normal. 


COMMENT 


This case is reported as one of pernicious anemia 
that was secondary to enteroenterostomy, and was 
entirely cured by restoring the bowel to its normal 
state. 


LIVER 
NO LIVER 
Amt um 


mo in cc® 
daily| 6 9 15 50 


1933 1934 1935 1936 1937 
J 
~ 
| 


*3 cc. of this extract represents the amount derived from 100 gm. of liver. 


Chart 1. Pernicious anemia due to enterocnterostomy and cured by reoperation. 


van den Bergh 10 mg. per cent. Gastric analysis showed 
28 units of free hydrochloric acid after an alcohol test meal, 
without histamine. The red-blood-cell count at this time 
was 3,800,000 and the reticulocytes 1.9 per cent. X-ray 
examination with barium showed an anastomosis of what 
was thought to be the jejunum with the ascending colon. 
Operation was decided upon. 

With massive doses of liver the red blood-cell count 
rose to 4,800,000. On July 1, 1935, Dr. Arthur W. Allen 
operated and found about half the small bowel short- 
circuited. The lower half of the small bowel was tied up 
in a mass of adhesions. Starting from the ileocecal valve, 
the adhesions were freed until the anastomosis was 
reached; the latter was then undone and continuity was 
restored. The patient made a good convalescence. On July 
8, he received an intramuscular injection of 6 cc. of 
Lederle’s liver extract, derived from 200 gm. of liver. Two 
weeks later the red-blood-cell count was 5,000,000, the 
icteric index 7, and the van den Bergh too low to read. 

Ever since then the patient has remained well, with no 
diarrhea, and has had a great amount of energy. On 
August 5, 1935, his red-blood-cell count was 5,000,000; 
there was only one formed stool daily, his appetite was 
ravenous, and he was able to do a vast amount of work. 
On July 19, 1936, the red-blood-cell count was 4,800,000. 


In regard to the cause of the anemia, it seems 
easy to postulate improper absorption of the spe- 
cific substance necessary for the maturation of red- 
blood cells, according to Castle’s theory. Not only 
might the short-circuiting of at least half of the 
small bowel account for such a lack, but also the 
very rapid intestinal rate obviously present in this 
case would contribute to it. It is difficult, how- 
ever, to explain the fairly severe degree of icterus 
in association with a relatively mild degree of 
anemia or to account for the very rapid drop in 
the red-cell level on this basis alone. Except for 
the absence of evidence of very active red-cell re- 
generation, the picture suggests a hemolytic type 
of anemia. There is very little evidence of dis- 
turbance in liver function, but one cannot help sus- 
pecting that the liver was somehow involved. Such 
questions might be further clarified if liver function 
tests could be done at the height of the anemia, 
and compared with tests performed after operative 


cure had been established. 
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In any case, short-circuiting operations, which 
may be life-saving procedures, should be done with 
caution, using the smallest length of loop possi- 
ble, and having in mind a possible secondary oper- 
ation in an attempt to restore normal function to 


the bowel. 


SUMMARY 


A case of pernicious anemia, resulting from 
enteroenterostomy and cured by operative restora- 
tion of the normal bowel state, is reported. 


264 Beacon Street. 


Mar. 3, 1938 


REFERENCES 


. Meulengracht, E.: Pernicious anemia in intestinal stricture _—_ one 
liver-treated case). ge med. Scandinav. 73:231-240, 1929 

. Little, W. D.; Zerfas, L. G., and Trusler, H. M.: Chronic Cena 
of the small bowel; resu‘t of two a enterostomies and apparently 
the cause of pernicious anemia. J. A. M. A. 9321290-1291, 1929. 

. Strauss, M. B.: Role of the gastro- phe? tract in conditioning 
deficiency disease; significance of digestion and absorption in_ per- 
nicious anemia, pellagra and ‘‘alcoholic’’ and other forms of poly- 
neuritis. J. A. M. A. 103:1-4, 1934 

. Taylor, G. W.: Intestinal diverticulosis, pernicious anemia, bilateral 
suprarenal apoplexy; report of case. New Eng. J. Med. 202:269-271, 
1930. 


¥ 


Sturgis, C. C.: Present status of pernicious anemia; experience with 
600 cases over 8 years. Ann. Int. Med. 10:283-289, 1936. 

6. Butt, H. R., and Watkins, C. H.: Occurrence of macrocytic anemia 

in association with lesions of the bowel. Ann. Int. Med. 10:222-232, 

1936. 


ACUTE PANCREATITIS 
GrorcE R. Duntop, M.D.,* anp Ernest L. Hunt, M.D.t 


WORCESTER, MASSACHUSETTS 


At THE meeting of the New England Surgi- 
cal Society in 1927 papers were presented by 
Watkins and Hunt in which the clinical experience 
with acute pancreatitis at Worcester City Hospital 
was analyzed. Their reports showed an immediate 
mortality of 50 per cent in the series of 18 cases. 
In the same year Schmieden and Sebening from 
a canvass of a hundred clinics compiled results in 
1278 cases treated operatively, including 38 of their 
own. For the entire group the mortality was 
51.2 per cent. In numerous other reports both 
prior to and about that time mortality rates of 
from 40 to 60 per cent were the rule. Happily, 
some recent reports show a downward tendency; 
whether due to better handling or to more suc- 
cess in recognizing milder cases is not wholly 
clear. In 1933 Finney was able to report a series 
of 32 cases with a gross mortality of but 37 per 
cent. 


ETIOLOGY 


Since Opie’s work early in the century, Flexner 
and a number of other investigators have described 
the effects of injecting bile and a host of other ir- 
ritating substances into the pancreatic ducts. Gas- 
tric juice, duodenal contents, dilute acids, alkalies, 
oils, soaps and diphtheria toxin have one feature in 
common: if they are injected into the duct of Wir- 
sung with enough pressure, an acute hemorrhagic 
pancreatitis will result. Schmieden and Sebening, 
writing from the clinic at Frankfort, Germany, 
have warned us that many of the minor traumas 
which a pancreas may receive while the abdomen 
is open may be sufficient to instigate a full-blown 
acute hemorrhagic pancreatitis. They cite as an 


Presented at the annual meeting of the New England Surgical Society, 
vcovidence, October 1, 1937. 


*Surgeon to outpatient, Memorial Hospital, Worcester. 
tSurgeon-in-chief, Fairlawn Hospital, Worcester. 


example a case demonstrated by Walzel in which, 
during a transduodenal choledochotomy, pancreatic 
necrosis followed the introduction of a sound 
through the ampulla of Vater. In this instance 
the duct of Wirsung was accidentally invaded. 
The occlusion of the pancreatic duct by ascaris 
is enough to initiate this disease, and over 50 such 
cases are reported in the literature. These same 
writers point out that a mere puncture or biopsy of 
the gland has been followed by a similar event. 

In view of these sound clinical observations that 
acute pancreatitis may follow mechanical obstruc- 
tion or some trauma which allows an extravasation 
of trypsin into the interstitial tissue, it seems hardly 
necessary to presuppose, as the etiologic factor for 
all cases, the regurgitation into the pancreatic ducts 
of one of the digestive juices. So far as has been 
determined, infection plays even a lesser role in the 
production of the disease. 


Opie was one of the first to demonstrate a small 
calculus behind the ampulla which effectively oc- 
cluded the outlet to the bowel and converted the 
common duct and duct of Wirsung into a common 
channel. A number of similar cases have been 
found in subsequent autopsies, but they are not 
numerous enough to explain more than a small 
percentage of the cases. It seems reasonable to sup- 
pose that any factor that will suddenly and effec- 
tively block the exit of the pancreatic juices so 
that the duct-acinar system ruptures at the moment 
of active secretion, will allow the active ferments 
to escape into the interstitial tissues, and will ini- 
tiate the chain of events that characterizes hemor- 
rhagic pancreatitis. No work has brought this 
out more effectively than the scholarly paper of 
Rich and Duff, published early in 1936, in which 
they demonstrated to their own satisfaction that 
certain cases of acute hemorrhagic pancreatitis 
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followed the partial or complete obstruction of the 
ducts by a metaplasia of the lining epithelium. 


PATHOLOGY 


In this disease the pancreas may present a pic- 
ture varying from edema and interstitial hemor- 
rhage to marked necrosis with free hemorrhage, 
gangrene and later sequestration of the entire gland. 
Chemical peritonitis, suppuration, agglutinative 
adhesion and formation of cysts may follow if the 
patient survives the initial disaster. Fortunately for 
the surgeon, there are several signposts which at 
operation suggest the need for exploring the lesser 
omental sac in order to confirm or establish the 
diagnosis. 

On opening the peritoneum there is character- 
istically an escape of serosanguineous fluid. The 
presence of fat necroses is usually pathognomonic. 
These little white areas are usually found in the 
early stages around the foramen of Winslow and 
the root of the mesentery. The large and small 
bowels are uniformly dilated. 

Division of the gastrocolic omentum usually 
reveals more fat necrosis in the lesser omental sac, 
together with an edematous and darkly mottled 
pancreas. If the destruction is extensive, parts of 
the organ may be gangrenous, with multiple hem- 
orrhagic areas beneath the peritoneum which 
covers the gland. The amount of fluid retained in 
the lesser sac depends upon the patency of the fora- 
men of Winslow. 

Finney reported a series of cases in which a 
serosanguineous exudate was found in 53 per cent. 
This was found in 57 per cent of our cases. Fin- 
ney reported fat necrosis in 76 per cent, while 
in our cases 71 per cent showed this lesion. 

All writers on the subject have emphasized the 
frequency of associated gall-bladder disease (‘Table 
1). Opie brought out, and experience has proved, 


Table 1. Data on Cases of Acute Hemorrhagic Pancreatitis 
as Reported by Various Authorities. 


OUR 


SCHMIEDEN AND FINNEY MC WHOR- EGDAHL 
SERIES SEBENING TER 
(14 cases) (1278 cases) (32 cases) (105 cases) 
% % % 

Mortality 14.3* 51.2 37.2 53t 42 
Associated gall- 

bladder disease 57 69.8 -- 55 42 
Serosanguineous 

exudate 57 52 
Fat 

necrosis 71 od 76 -- -- 


ype of operation: abdominal drainage, 33%; gall-bladder drainage, 
ba sags bladder drainage and incision of capsule, none, 


of operation: abdominal drainage, 77%; gall-bladder drainage, 
6% es gall-bladder drainage and incision of capsule, 11%. 


that in cases of acute pancreatitis the biliary tract 
is frequently diseased, although grossly it appears 
normal to the surgeon at operation. This is 
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thought by some to be reason enough to drain the 
gall bladder, even when no stones are palpable. 
Against this procedure must be set the possibility 
that infection may be introduced by cholecystos- 
tomy, necessitating a subsequent cholecystectomy. 
One of us saw a normal gall bladder drained for 
pancreatitis several years ago, where such a se- 
quence of events occurred. 

In our series there were 6 cases, or 43 per cent, 
in which at operations and at one autopsy no gall- 
stones or other evidence of disease of gall bladder 
or ducts could be found (Table 2). In general 


Table 2. Associated Lesions of Biliary Tract in This Series 
of Cases. 


CASE NO, TYPE OF PANCREATITIS 
. Acute hemorrhagic 
fulminatin 

2. Subacute 

3. Subacute 

4. Acute hemorrhagic 

5. Acute hemorrhagic 
6 
7 
8 


CONDITION OF BILIARY TRACT 


Stones in gall bladder — one in 
ampulla 

Stone in gall bladder 

Stone he gall bladder 

Negat 

Stone ‘tepecned in common duct 

Apparently normal 

Many stones in gall bladder 


. Acute hemorrhagic 
. Acute hemorrhagic 


. Acute hemorrhagic Negative 
(severe hemorrhage) 
9. Subacute hemorrhagic Negative 


10. Acute hemorrhagic 
ll. Acute hemorrhagic 
12. Acute hemorrhagic 
13. Acute hemorrhagic 
14. Acute with necrosis 


Many stones in gall bladder 
Two stones in gall bladder 
Many stones in gall bladder 
Negative 

Negative (postmortem) 


even the hard-and-fast advocates of the biliary- 
tract origin of acute hemorrhagic pancreatitis ad- 
mit a 20 per cent deficit in its observed relation. 

In this connection, the paper by Rich and Duff 
above referred to deserves more than passing men- 
tion. They have been bold enough to launch a 
new idea and support it by arguments and ex- 
perimental evidence which are persuasive if not 
entirely convincing. Their conception rests upon 
the following three factors, which they feel are 
demonstrable and trustworthy. 


(1) The essential condition to the initiation of the 
acute hemorrhagic episode is obstruction to some part of 
the duct-acinar system, with rupture from back pressure 
of the products of the gland’s own secretory power. 

(2) <A constant and specific vascular lesion, char- 
acterized by a rapid necrosis of the walls of arteries and 
veins, is uniformly found in both the human and the ex- 
perimental cases of acute pancreatitis. To prove this con- 
tention, Rich and Duff injected purified trypsin subcu- 
taneously and produced this vascular necrosis; bile and 
duodenal contents when injected in a similar manner 
failed to duplicate the lesion. 

(3) A newly discovered lesion of the lining epithelium 
is a cause of duct obstruction. This lesion consists of a 
metaplasia of the duct epithelium into nodules of stratified 
cells tending toward the squamous-cell type. Its dis- 
covery as a possible cause of obstruction is attributed to 
Priesel in 1922, and association of the lesion with cysts, 
lipomatosis and “necrotic foci” to Balé and Ballon in 1929. 
Of their series of 24 autopsied cases this type of obstruct- 
ing metaplasia was found in one or more ducts in 13, In 
150 routine autopsies for conditions other than pancreati- 
tis in individuals over twenty-five years of age it was 
found in 18.6 per cent, and was associated with old or 
fresh hemorrhages in 2.0 per cent. 
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With this lesion in mind, one of us has re- 
viewed the available autopsy sections in cases of 
acute hemorrhagic pancreatitis put at his disposal 
by the pathologists of five hospitals.* The sections 
were from 12 autopsied cases. In enly 2 of these 
were there appearances which could be interpreted 
as the metaplasia which Rich and Duff describe. 
Blood vessels showing necrosis of the walls were 
not uncommon. Typical nodules of metaplasia 
were found in 3 pancreases from autopsies for con- 
ditions other than pancreatitis.t 

Assuming the validity of Rich and Duff's con- 
tentions, the following sequence of events is logi- 
cal: 


(1) Obstruction of the pancreatic ducts. 


(2) Rupture of the duct-acinar system, due to 
back pressure. 


(3) Escape of the tryptic ferments. 
(4) Necrosis of the vessel walls. 


(5) Hemorrhage into the interstitial tissue with 
necrosis of the gland. 


Certainly their conception is sufficiently intriguing 
to be kept in mind and to be evaluated by careful 
observation in future cases by both surgeons and 
pathologists. 


SYMPTOMS 


Upcott vividly describes the acute fulminating 
attack thus: 

Sudden agonizing pain in the upper abdomen, radiating 
through to the back, usually occurring after a full meal in 
a stout person of middle age; rapid thready pulse and ex- 
treme collapse; early incessant vomiting; cyanosis of the 
face and extremities, sometimes of the abdominal wall; 
constipation and distention of the transverse colon, but 
not absolute obstruction; local persistent tenderness in 
epigastrium, contrasted with absence of general abdominal 
rigidity in the early stages; and, later, development of a 
swelling above the umbilicus-— all these make an unmis- 
takable picture. 


In the majority of our cases less violent onset 
was the rule. Although typically the pain is _re- 
ferred across the upper abdomen, it may be localized 
in either upper quadrant. The frequency of asso- 
ciated gall-bladder disease together with right-up- 
per-quadrant pain explains why acute hemorrhagic 
pancreatitis is frequently diagnosed as biliary colic 
or acute gall-bladder disease. 

The persistent pain, continuing until shock su- 
pervenes, is highly suggestive. A point of maxi- 
mum tenderness about 5 cm. above the navel, 
elicited by deep palpation, has been observed in 
several of our cases, and is thought to be a help- 
ful differential point. There is usually extreme 


*Worcester City Hospital, Worcester Memorial Hospital, Peter Bent Brig- 
ham Hospital (Boston), Children’s Hospital (Boston), Palmer Memorial 
Hospital (Boston). 

+Peter Bent Brigham Hospital, Boston. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 3, 1938 


tenderness over the upper abdomen. It the tryptic 
ferments are draining through the foramen of 
Winslow into the peritoneal cavity, the examiner 
will usually find some generalized tenderness as- 
sociated with rebound pain, pointing to a chemical 
peritonitis. If the foramen of Winslow is not 
patent the tenderness will be limited to the upper 
abdomen. If the lesser omental sac is filled with 
fluid a mass can be felt, but it is probable that the 
pancreas itself is seldom palpated. Archibald rec- 
ommends thumb palpation, by which he says the 
outline of a diseased pancreas can be clearly de- 
fined. 

Brocq and others point out that the acute attack 
is usually an episode in chronic pancreatitis or a 
complication of biliary-tract disease. If the gen- 
eral practitioner as well as the surgeon would 
recognize that many instances of so-called acute 
indigestion are really due to small hemorrhages, 
edema or mild inflammation of the pancreas, and 
would check up carefully for possible causes in the 
biliary tract, it is highly probable that some of 
the catastrophic attacks could be averted. 

Earlier writers found the disease more prevalent 
in men. Nowadays the pendulum seems to have 
swung the other way. Schmieden and Sebening, 


Table 3. Data on Cases of Acute Pancreatitis. 


CASE NO. YEAR SEX AGE TYPE RESULT 

1 1904 F 48 Acute hemorrhagic fulminating Recovered 
2 920 =F 46 Subacute exudative Recovered 
3 921 M 73 Subacute exudative Recovered 
4 1925 M 42 Acute hemorrhagic Recovered 
5 926 F 38 Acute hemorrhagic Recovered 
6 926 =F 35 Acute hemorrhagic Dead 

7 926 F 28 ~=Acute hemorrhagic Recovered 
8 927 F 15 Acute hemorrhagic Recovered 
9 927 M 59 Subacute hemorrhagic Recovered 
10 928 F Acute hemorrhagic Recovered 
11 1929 Acute hemorrhagic Recovered 
12 1939 F 37 Acute hemorrhagic Recovered 
13 1936 F 34 Acute hemorrhagic Dead 

14 19336 M  3il Acute hemorrhagic Dead 


from the largest compilation of which we are 
aware, state the incidence in women as 77 per 
cent. The percentage in our group was 71 


(Table 3). 


DIFFERENTIAL DIAGNOSIS 


Inasmuch as the acute fulminating type of pan- 
creatitis presents aspects which may call for quick 
decision and prompt action, it is well to have in 
mind a definite plan of approach to the problem. 
In our process of differentiation we must consider 
nonsurgical conditions, among which ingestion of 
corrosive poisons and coronary occlusion are out- 
standing. The history of onset following food or 
drink and the character and content of the vom- 
itus — with regard to blood, foreign color, odors, 
reaction — should quickly orient one as to the 
ingestion of poison. Coronary occlusion usually 
occurs in mid-life or beyond; the pain may be 
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epigastric but is more often anginoid. Dusky pal- 
lor is commoner than cyanosis; fibrillation and 
pulse deficit may occur with subnormal blood pres- 
sure. Leukocytosis if present is of moderate de- 
gree. An electrocardiogram may give definite aid. 
In a few hours absence of the signs of an acute 
abdomen, with probable development of a_peri- 
cardial friction rub and moderate rise of tempera- 
ture, clears the picture. 


Acute diaphragmatic pleurisy or pleuropneu- 
monia are possibilities which have to be consid- 
ered, but their association with respiratory symp- 
toms and signs is fairly characteristic and their elim- 
ination is relatively easy. 


With the above possibilities removed, the various 
types of acute surgical abdomen are before us. 
Perforated appendix may generally be diagnosed by 
the history of onset and the concentration of local 
signs in the lower right quadrant, specific tender- 
ness and local muscle spasnr being the most reliable. 
Rectal examination may reveal right-sided tender- 
ness, or even a mass. Vomiting is less conspicuous 
unless peritonitis has developed. Leukocytosis is 
moderate rather than extreme. 


Perforated duodenal ulcer is more difficult to 
differentiate. Typically the patient collapses 
wherever he may be and the abdominal muscles 
splint tightly; vomiting is uncommon, and if it 
occurs, is rarely more than a sudden emptying of 
the stornach and does not relieve the pain. Shock 
may be considerable and the temperature subnor- 
mal. The patient lies still, and movement of his 
body muscles aggravates the pain. Liver dullness 
may be obscured, and a “scout film” may show a 
gas bubble under the diaphragm. Leukocytosis 
appears before the temperature climbs. 

Acute intestinal obstruction is most readily rec- 
ognized through its complex of obstipation, colicky 
pain, distention of bowels, visible peristalsis, vom- 
iting of upper intestinal contents and a character- 
istic picture by x-ray film. 

Rupture of a distended gall bladder may give a 
picture somewhat similar to that presented by per- 
forated ulcer. It is usually less violent, however, 
and may be preceded by a history of disease in the 
biliary tract. Pain, tenderness and muscle spasm 
spread from the right rib border over the right side 
of the abdomen more slowly than is the case in per- 
forated ulcer. 

Mesenteric thrombosis usually occurs in the ar- 
teriosclerotic patient. Ileus develops rapidly; bloody 
dejections may occur spontaneously or follow 
enemas. Vomiting, prostration and leukocytosis 
are to be expected. This condition is not very 
common, and its elimination is difficult. 

In women, ruptured ectopic pregnancy has to 
be ruled out. Here the history of menstrual ir- 


ACUTE PANCREATITIS — DUNLOP AND HUNT 


379 


regularity, location of the initial pain, which is 
often so severe that the patient faints, rapid devel- 
opment of acute anemia with signs of fluid in the 
peritoneal cavity, and a tender cervix and other 
findings on vaginal examination, are all helpful. 

Attacks of simple biliary colic are fairly definite, 
and the pain is characteristic. Originating under 
the right rib border, it stabs through to the back and 
radiates to the right scapula region. When it is 
severe the patient rolls about in agony. The attack 
is afebrile. ‘The white-blood-cell count is not ele- 
vated. Vomiting is fairly common. The pain 
may end suddenly by the stone’s accomplishing its 
passage, or peter out to dull aching misery if the 
stone lodges somewhere along the tract. Jaundice 
then makes its appearance and our diagnosis is 
confirmed. This is often the stage in which the 
patient reaches the surgeon, the hypodermic needle 
of the family doctor having served during the at- 
tack. 

Cholecystitis may exhibit fever, chills, localized 
tenderness and sometimes tumor and leukocytosis, 
according to the degree of infection and the peri- 
toneal irritation, and icterus according more or less 
to the associated cholangitis or stones in the com- 
mon ducts. 

Acute pancreatitis may be associated with any 
of these biliary tract conditions; if so, palpation re- 
veals tenderness extending across the epigastrium, 
at times even to the left costovertebral angle. 

Standing out clearly in the complicated possibili- 
ties of upper abdominal crises, an attack of acute 
fulminating pancreatic necrosis with hemorrhage 
is quite typical. The patient is likely to be in ago- 
nizing pain, vomiting often and without relief, 
mentally alert if not already narcotized, anxious, too 
sick to express his agony other than by moans, in- 
clined to lie on the right side, which relieves ten- 
sion in the lesser omental cavity by drainage 
through the foramen of Winslow, averse to exam- 
ination, and with distinct tenderness across the 
epigastrium, where there is deep resistance or a 
feeling of fullness. Hiccoughs may be persistent 
and annoying. The abdomen is distended, but 
not so rigid as in perforated ulcer. With subnor- 
mal temperature, thready pulse and low arterial 
tension, the leukocyte count may reach 35,000 or 
40,000. The urine is scant, and usually contains 
albumin and casts. 

There may have been a full meal just prior to 
the attack, or alcoholic indulgence. Patients are 
apt to be plethoric, and may be cyanotic from 
splinting of the diaphragm or some quality in- 
herent in the toxemia. The slate-gray cyanosis of 
the skin of the abdomen described by Halstead 
has not been observed by us. 

Because of the many variables and complicating 
factors which characterize the clinical aspects of 
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all acute disease processes of the upper abdomen, a 
clear-cut diagnosis of acute pancreatitis cannot 
always be made. In our series we were right in 6 
cases, or 43 per cent, partly right in 4, or 29 per 


Table 4. Preoperative and Postoperative Diagnoses in This 
Series. 


PREOPERATIVE DIAGNOSIS 
Acute hemorrhagic pancreatitis 
Cholelithiasis; cholecystitis 


POSTOPERATIVE DIAGNOSIS NO. OF CASES 
Same 


Cholehthiasis; subacute 
pancreatitis 

Cholelithiasis; subacute 
pancreatitis l 

Acute hemorrhagic pancreatitis 3 


Impacted stone in common 
duct and pancreatitis 


Same; acute pancreatitis H 
Acute hemorrhagic 

pancreatitis 
Same; cholecystolithiasts 
same 1 


Cancer of stomach; 
pancreatitis (?) 
Acute pancreatitis 


Impacted stone in common 
duct, or pancreatitis 

Cholecystolithiasis 

Acute abdominal crisis. cause 
undetermined 

Acute pancreatitis 

Gall-bladder disease with 
pancreatitis 

Acute abdominal crisis; 
perforated ulcer (?) 

Acute pancreatitis (?); 
cholecystitis (?) 

Acute pancreatitis; alcoholic 
gastritis 


Acute pancreatitis with 
cholecystitis 


Acute hemorrhagic 

pancreatitis 1 
Acute pancreatic necrosis 

(limited postmortem) 1 


Total 14 


cent, and the diagnosis was missed in 4, or 29 per 
cent (Table 3). Fifty-seven per cent of our proved 
cases were associated with gallstones. 


LABORATORY AIDS TO DIAGNOSIS 


Considerable progress has been made in _lab- 
oratory aids to clinical identification of the disease. 
The routine blood counts are invaluable, since they 
reveal the intensity of the systemic reaction and the 
extent of blood loss. Hyperleukocytosis, as has 
been stated, is the rule and develops early. Acute 
anemia may be evidenced by low hemoglobin and 
red-cell count, and when present must be correlated 
with other signs and symptoms. If the diagnosis 
lies between pancreatitis and ruptured ectopic preg- 
nancy, a low count favors the latter. 


Blood-sugar estimations, including the glucose- 
tolerance test and blood and urine amylase deter- 
minations, when considered together and _ intelli- 
gently correlated to the clinical situation, have been 
found useful by several investigators. Quick, dis- 
cussing a paper by Upcott, made the surprising 
statement that in Melbourne following the use of 
the urine diastase tests at the Albert Hospital the 
preoperative diagnostic accuracy increased from 30 
to 100 per cent. : 

Not many writers share this enthusiasm. Hy- 
perglycemia has been noted in acute pancreatitis 
by a number of them. Brocq and Varangot in 72 
cases found the blood sugar below 150 mg. per 
cent in but 15, 150 to 200 mg. in 25, and 200 mg. 
or over in 34. Ina fatal case (Case 6) of our series 
it was 210 mg. the first day in the hospital, 270 mg. 
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on the fourth (operation) day, and 360 mg. on the 
fifth, which was the day of death. The patient 
in Case 8, who was very ill and was trans- 
fused after the operation, had a blood sugar of 
400 mg. on the day of entrance. Case 5, re- 
ported heretofore as one of pancreatic deficiency, 
reached 360 mg. on the eighth postoperative day. 
Case 10 on the day of operation had a blood sugar 
of 220 mg. Case 12 one day postoperatively had 
one of 160 mg. Case 14, a fatal case, which was 
not operated on, had one of 212 mg. Case 3, a 
subacute one, showed the normal figure of 110 mg. 
Thus, 6 of 7 cases in which blood-sugar determina- 
tions were made were definitely well above the 
high normal mark; this harmonizes with the find- 
ings of Brocq and Varangot, who feel that in 
acute abdominal crises a blood sugar of 200 mg. 
or over may be significant of acute pancreatic 
necrosis. Wildegans declares that blood-sugar 
elevation occurs in every case of acute necrosis and 
designates it as a “certain early symptom.” Elman 
warns that diabetics may be subject to acute abdom- 
inal conditions. Most of us are familiar with the 
acutely dilated stomach of impending diabetic 
coma. 

The estimation of amylase in both blood and 
urine is now practicable, and gives high values in 
acute pancreatic necrosis. Elman and his asso- 
ciates have done much work with urine-amylase 
determinations, and recommend that they be made 
in all cases of acute disease of the upper abdo- 
men. They warn that the rise of urine amylase 
must be 1000 Wohlgemuth units or more in order 
to be suggestive of acute pancreatitis. 

It also seems clear that the blood lipase is ele- 
vated along with the amylase. We were unable 
to find a test for lipase suitable for clinical use. 

For most of us the blood-sugar estimations and 
the Wohlgemuth test for urine amylase are prac- 
ticable, and our laboratories should be prepared 
to support the clinician with these aids at short 
notice and at any time. 

Confronted with such a clinical problem, if one 
has considered these differential points and ob- 
served and weighed the findings, in case doubt re- 
mains, exploratory laparotomy becomes an impera- 
tive diagnostic measure. 


TREATMENT 


It is well recognized that the disease varies great- 
ly in intensity. Whatever the accident may be 
which ushers in the attack, if enough of the gland 
is involved in the ensuing necrosis, the patient 
dies. Two of our 14 cases were of this type. Both 
succumbed — 1 with and 1 without operation. A 
few cases — 83 of the 1510 covered by Schmieden’s 
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report — recover spontaneously. Between these ex- 
tremes lie 85 per cent of the cases which by accepted 
practice have been treated operatively. The op- 
timum time for operation is subject to considerable 
difference of opinion. 

Of late there has been a tendency to delay oper- 
ation unless the diagnosis is too obscure to justify 
the chance of waiting. McWhorter noted that 
among the cases collected from his Chicago col- 
leagues the mortality was lower in the group 
operated upon two weeks after the onset. 

Eliason and North, who have followed the com- 
mon practice of operating promptly, found upon 
analysis of their cases, which like our own num- 
bered 14, that of 8 cases with immediate opera- 


Table 5. Time of Operation in Relation to Onset of Attack. 


PERIOD FROM No. or OvuTCcoME 
ONsET TO OPERATION CASES RECOVERED DIED 
7 hours 1 1 
1 1 
1 1 
24 1 H 
36 1 
Totals 5 5 0 
43 hours 1 1 
1 
Totals 2 2 0 
5 days 1 } 
ie 2 1 } 
10 “ 1 
1 1 
Indefinite 1 1 
Totals 6 4 2 
Grand totals 13 11 2 


tion 6 died, while of 5 cases with Operation deferred 
four to nine days all recovered. ‘One patient mori- 
bund on admission was not operated upon and suc- 
cumbed. Interestingly enough, our own cases con- 
stitute a group clinically similar to theirs, except 
as to the relation of time of operation to fatal 
outcome. They were numerically the same, 1 case 
being moribund and not operated upon, and the 
remainder all being operated upon at periods vary- 
ing from seven hours to sixteen days after onset 
with but 2 deaths. Five patients were operated 
on within thirty-six hours, and all lived. Two, 
operated on at forty-three and forty-eight hours 
respectively, lived. Of 3 who were operated upon 
on the fifth and sixth days 2 died. The remaining 
3, operated upon the tenth and the sixteenth days 
and after an indefinite period respectively, recov- 
ered. While we admit that our cases may have been 
on the average less severe than, Eliason and North’s, 
we believe strongly that in 2 cases prompt opera- 
tion saved the patients’ lives, while in another, 
delay from the second to the fourth day sacrificed 
the patient’s only chance of survival. 
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In 1908 Glaessner showed that 8 cc. of trypsin 
injected intraperitoneally would kill a dog in five 
hours. Rich and Duff have shown that under 
certain conditions the pancreas actually secretes 
active trypsin; consequently it seems fair to sup- 
pose that the longer this digestive ferment is al- 
lowed to escape into the peritoneal cavity, the 
greater the harm to the patient. 

Based upon our experience, we believe that op. 
eration at the moment which seems best to the 
competent and experienced surgeon will in the 
long run give the best results. Such a surgeon 


Table 6. Type of Operation Performed in This Series 
of Cases of Acute Pancreatitis. 


NO, OF 
CASES 


RECOV- 
ERED 


DIED 
OF OPERATION 
drainage to foramen of 
Multiple incisions of capsule, anterior 
drainage of pancreas, cholecystec- 
tomy, choledochostomy............ 1 0 
ane incisions of capsule, anterior 


Irrigation, 


nage, cholecystostomy........ 4 4 0 
Pree drainage of pancreas......... 2 2 0 
Anterior drainage of pancreas, drainage ~ 

to foramen of Winslow .......... 2 0 2 
Cholecystostomy, anterior drainage of 

Choledochostomy, multiple incisions of 

— anterior drainage of pan 

drainage of pancreas, transfu 


will not operate upon the moribund, will allow no 
unnecessary loss of time in the fulminating case, 
and will not hurry in the less acute, where he 
sees a chance of improving the patient’s chances 
by delay. He will not neglect suitable measures 
to combat shock, relieve emesis and restore fluid 
and acid-base balance, while preparations for oper- 
ation are going forward. 

The surgical aims in the treatment of this dis- 
ease may be summarized as follows: 


1. To complete diagnosis by the accurate method 
of visualizing the lesion. 


. To offer an escape for the tryptic ferments 
and the toxic products of necrosis by draining 
the lesser omental sac. 


w 


. To relieve the intrapancreatic tension by mul- 
tiple nicking or incising of the peritoneal cov- 
ering of the gland. 

4. To decompress an obstructed pancreatic-duct 

system by drainage of the biliary tract by what- 

ever method is appropriate to the patient’s 
condition and type of lesion found. 


The lowest mortality in McWhorter’s and ou: 
series was found in the groups where all these 
procedures were carried out. Needless to say, the 
operation should be conducted with every provi- 
sion for supporting the patient’s vitality. Anes- 
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thesia planned for minimal toxicity, a speedy and 
nontraumatic operative technic and_ transfusion 
should be among them. Ample and effective drain- 
age of the pancreas must be secured and main- 
tained until nature discards all necrotic remnants 
of the gland. Postoperative complications must be 
met as they arise. Hemorrhage, pancreatic as- 
thenia, defective wound healing and diabetes may 
each or severally be encountered. Recurrence of 
the disease is not unknown. 

A word needs to be said about intravenous glu- 
cose therapy. As has been pointed out, hyper- 
glycemia is the rule. It has also been noted that 
pancreatic secretion is stimulated by glucose. If 
obstruction to the duct is so large a factor in ini- 
tiating the attacks, this would seem to contrain- 
dicate its use. We therefore feel that the admin- 
istration of insulin may be of greater advantage to 
the patient. As a practical matter it is suggested 
that we orient ourselves in this regard whenever 
confronted by a case. Among the earliest diag- 
nostic measures the blood should be secured for 
estimation of sugar, chloride and nonprotein nitro- 
gen. A catheter specimen of urine should be ob- 
tained at the same time. Through the diagnostic 
venepuncture needle introduce 100 gm. of glucose 
in sterile solution. Let this serve for a glucose- 
tolerance test. Take additional blood and urine 
samples at hourly intervals and plot the results 
for three hours if so much time is available before 
operation. Make use of some of the urine for 
amylase estimation. Thus therapeutic and diag- 
nostic methods may be combined to spare the pa- 
tient unnecessary venepunctures and loss of time. 

With an initial hyperglycemia and a lowered 
glucose tolerance, the patient shows evidence of 
pancreatic damage. With 200 mg. of blood sugar 
or over in the blood and a urine amylase of 1000 
or over, our diagnosis of acute pancreatitis is sup- 
ported. 


SUMMARY 


In a study of recent literature and a small series 
of personal cases, we find acute pancreatitis to figure 
clinically in forms of differing severity, with the 
milder types increasingly recognized. 

Associated biliary-tract disease is still the appar- 
ent cause of more than half the cases. 

Attention is called to a new conception of causa- 
tion advanced by Rich and Duff, of which obstruc- 
tion by metaplasia of duct epithelium, rupture with 
escape of trypsin and a specific vascular lesion are 
the essential elements. Concentrated study of 


this idea by surgeons and pathologists is urged. 

In the acute fulminating cases operation judi- 
ciously timed remains the therapeutic measure of 
choice. Operation is also the most reliable diag- 
nostic procedure. 
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The diagnostic value of blood-sugar and blood- 
amylase estimations, the glucose-tolerance test and 
urine-amylase determinations are noted and their 
clinical use advocated. 

Finally, a series of 14 cases are recorded of which 
13 were treated operatively with 2 deaths, an oper- 
ative mortality of but 15 per cent. 
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Discussion 


Dr. Ernest L. Hunt, Worcester: I am grateful to 
Dr. Dunlop for his work in looking up the literature 
on this subject and in compiling this paper. The Rich 
and Duff conception of the etiology of acute pancreatitis 
has intrigued me, and through the courtesy of Dr. Rich 
I am able to show a few slides of nodular metaplasia 
of the duct epithelium. 

Obstruction to the pancreatic secretions perhaps de- 
serves a bit more attention than it gets. [Slide.] This is 
a sketch made to illustrate the new theory. The stone in 
the ampulla is inserted not to take us back thirty-seven 
years to Dr. Opie’s original concept of the ducts’ being 
changed into a continuous passage, but rather to empha- 
size the notion that back pressure in Wirsung’s duct re- 
sulting from obstruction at the ampulla causes rupture 
of the duct-acinar system, liberating tryptic ferments 
which in turn cause necrosis and hemorrhage. 

It has been shown that the pressure of secretion in the 
pancreas is generally a bit greater than that of bile in the 
common duct. This condition is reversed during con- 
siderable muscular effort, such as sneezing, which brings 
the diaphragm and abdominal muscles into action and 
increases the pressure of bile in the gall bladder to a point 
far above that reached under normal conditions. 

The small spots are put in to indicate obstruction in 
the minor ducts or ductules from the metaplastic nodules, 
resulting in the breakdown of the tissue behind them. 
This process usually causes dilatation of the ductules and 
sometimes the formation of necrotic foci, which may rup- 
ture upon any sudden increase in pressure. The difference 
in degree is of course indicated by the difference in the 
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size of the duct obstructed and the nearness to a vessel 
of considerable size. 

[Slide.] Rich and Duff also describe a vascular lesion 
which they maintain they were able to reproduce by in- 
jecting trypsin, or the pancreatic juice obtained by cannula, 
into the subcutaneous. tissue of animals. The injection of 
either of these substances is immediately followed by 
edema and hemorrhage, and after a few hours the walls 
of the blood vessels affected show a segmental necrosis. 
This naturally becomes the point of rupture and of hemor- 
rhage. Rich and Duff consider this lesion typical. 

[Slide.]| This is also one of Rich’s sections showing 
nodular hyperplasia. It is found in a wide variety of con- 
ditions, and he and Duff say thev have found it in most 
sections taken from patients who died of acute pancreatitis. 
I have not been able to verify this statement in detail, but 
the sections to which I had access were obviously not cut 
with any thought of that lesion in mind. 

Some of you may have noticed that Dr. Dunlop used 
the word “prophylaxis.” By prophylaxis in relation to 
acute hemorrhagic pancreatitis we imply the care of biliary 
disease in its early stages, as recommended by Clute, Lahey 
and others. 

[Slide.] This is a photomicrograph of a section of 
pancreas from an autopsy which was kindly lent by Dr. 
Wolbach. The cause of death was nephritis and compli- 
cations. The illustration shows an obstruction due to 
a basal-cell metaplasia of the duct epithelium exactly like 
that in Dr. Rich’s specimen from a case of acute pancrea- 
titis. 

I think we may say that in general the nearer the op- 
eration comes to the onset of a severe condition of this 
sort, having due regard to the factors of safety, the more 
likely we are to relieve the patient of his disease. 


Dr. I. J. Warker: Having read Dr. Dunlop’s interest- 
ing paper in manuscript, I believe that the pertinent 
points for discussion of this important subject are as fol- 
lows: (1) consideration of the gross pathological aspects 
of acute pancreatitis, and (2) treatment of the different 
phases of the disease. Both are important in influencing 
the present high mortality attendant upon surgery of acute 
pancreatitis. In reviewing my own cases, as well as 
those treated at the Boston City Hospital for the past 
seventeen years, we may well classify them as acute 
edematous, acute hemorrhagic, and acute suppurative. 

Acute edematous pancreatitis, seen rarely at postmortem, 
grossly shows no evidence of hemorrhage or suppuration, 
but presents a swollen, edematous organ. Clinically this 
type has a mild symptomatology as compared with the 
hemorrhagic type. We have found, as have others, that 
this type of lesion generally ends in spontaneous recovery. 
These cases at present are rarely diagnosed as such, and 
surgery, when carried out, has been deemed advisable only 
because of mild but persistent symptoms referable to the 
upper abdomen. Accumulation of a considerable number 
of these cases in a series of cases of acute pancreatitis will 
tend to give a low mortality for the disease. 

Acute hemorrhagic pancreatitis when seen early pre- 
sents the well-known gross pathological picture, and at a 
later stage shows gangrene or suppuration. The present 
mortality of acute hemorrhagic pancreatitis treated early 
by surgery is about 75 per cent. 

In suppurative pancreatitis the infection reaches the 
pancreas by the hematogenous route, via the lymphatics, 
or by direct extension. The mortality is lower than that 
of acute hemorrhagic pancreatitis. 

What shall be the treatment of these various phases? 
Of late much has been written on the conservative or 
medical treatment of acute pancreatitis, with results ap- 
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parently as good as or better than those obtained by sur- 
gery. The lesions of cases which recover without opera- 
tion being unknown, we must ask what was the actual 
pathologic picture. One can be sure that most edema- 
tous cases of pancreatitis, and some hemorrhagic ones, 


‘ will recover spontaneously or by medical treatment. Prac- 


AGES NO, CASES 


Males 44%; females 56%. 


tically it appears that if one suspects acute pancreatitis of 
low grade, as evidenced by symptoms and clinical find- 
ings, surgery is not advisable for the disease per se, but 
may be indicated on the basis of an accompanying 
acute lesion of the gall bladder. Likewise, emergency sur- 
gery is contraindicated in those cases of hemorrhagic 
pancreatitis where shock and toxemia are manifest. Un- 
der treatment consisting of parenteral fluids and decom- 


Table 2. Duration of Symptoms before Operation. 


DURATION NO. CASES DEATHS MORTALITY 
17 8 47 
70 40 7 


pression of the upper intestinal tract by the Wangensteen 
method, some of these cases will recover without  sur- 
gery, and those in which surgery becomes necessary will 
be better prepared for it. 

The treatment of suppurative pancreatitis calls for no 
special comment, other than that the pancreas should be 
drained when pus is apparent. 

Briefly, immediate surgery is not indicated in cases of 


Table 3. Type of Operation. 


NO. CASES DEATHS MORTALITY 
or 
10 
Cholecystostomy and drainage of 

Cholecystectomy and drainage of 

Drainage through foramen of Wins- 

low end drainage of pelvis..... 9 5 56 

Drainage of pancreas........... , 16 10 63 

2 50 
Exploratory laparotomy (lesion dis- 

covered at autopsy)............ 2 2 100 

70* 40 7 


*54 per cent of total showed gall-bladder disease. 


acute pancreatitis with mild symptoms unless for an ac- 
companying acute lesion of the biliary tract, nor is im- 
mediate surgery advocated in cases demonstrating shock. 
It is advised in cases of acute pancreatitis after shock and 
toxemia have been treated, and when the symptoms and 
clinical signs do not show evidence of retrogression; it 
is assumed that gangrene or suppuration forms part of the 
pathologic picture. 


The accompanying tables show some facts regarding our 


18 to 20.. 2 
20 to 30 
30 to 40 : 17 
40 to 50... 19 
50 to 60... 20 
60 to 70... 6 
70 
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experience with acute pancreatitis at the Boston City Hos- 
pital. Table 1 substantiates the recognized incidence of 
acute pancreatitis according to age and sex. Table 2 dem- 
onstrates the high mortality attendant upon early opera- 
tion. The mortality of 18 per cent for the two- to six-day 
period is of interest. Study of this group substantiates 
our experience to the effect that the prognosis is better 
among cases which are not fulminating, hence not diag- 
nosed early and consequently not operated upon at once, 
surgery being finally carried out for persistence of syimp- 
toms referable to the upper abdomen. None of this 
group were deliberately treated by conservative medi- 
cal measures. Analysis of the figures in Table 3 indicates 
cholecystostomy with drainage as far down as the pancreas 
as the operative procedure of choice. 


Dr. Ror Lium, Boston: During the past year we have 
had occasion to use the urinary diastase test for a number 
of patients with pancreatitis at the Boston City Hospital, 


and have found it of considerable diagnostic value. Brief- 


ly, this test consists of adding various dilutions of urine 
to a 0.1 per cent starch solution and incubating for half 
an hour. Iodine is then added as a reagent to indicate the 
end point of digestion. The urinary diastase may be 
elevated in a number of conditions — acute cholecystitis, 
common-duct stone, carcinoma of the pancreas, acute 
hepatitis, ulcers invading the head of the pancreas and 
acute parotitis. 

The test must be considered only as an adjunct to the 
clinical picture and history. In 3 cases diagnosed as 
perforated ulcer we found elevated diastase in the urine. 
Operation in each case revealed acute pancreatitis. Two 
patients who had been submitted to previous biliary-tract 
surgery were studied. One had had a cholecystotomy 
twenty-four years previously; the other had had her 
gall bladder removed three months previously. Both had 
the history and clinical picture of acute pancreatitis and 
elevated diastasuria. They were treated conservatively 
and recovered. 

A case seen last week had the history of acute pancrea- 
titis, with physical findings of acute gall-bladder disease. 
The urine diastase was definitely elevated, and a diagnosis 
of acute gall-bladder disease with associated pancreatitis 
was made. Both lesions were demonstrated at opera- 
0D. 

Not all patients with acute pancreatitis give elevated 
diastase values. If destruction of the pancreas is so ex- 
tensive that little of the external secretory elements re- 
main, the diastase may be subnormal. We nave had no 
experience with such cases, but Millbourn records 2 in 
13 cases of acute pancreatic necrosis. 

If we are to treat acute pancreatitis conservatively, we 
might well add two measures to the routine handling. We 
might place an inlying Levine tube in the duodenum and 
give repeated small doses of magnesium sulfate through 
it, thus obtaining increased drainage of the biliary and 
pancreatic ducts and probably doing as much good as is 
accomplished by surgical drainage of the gall bladder. 
Or we might give repeated doses of alkali and neutralize 
the hydrochloric acid of the stomach, which forms secre- 
tin in the duodenum. By such therapy we should prevent 
the absorption of secretin, which is the most powerful 
pancreatic secretagogue known, and thereby help fore- 
stall further swelling of the pancreas by repeated stimula- 
tion. 


Dr. Epwarp L. Youn, Jr., Boston: The discussion so 


far conducted gives me the impression that everyone makes 
the diagnosis of acute pancreatitis easily and accurately: 
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and of course correct treatment can occur only if there 
is a correct diagnosis. 

On my service at the Massachusetts General Hospital 
in 1936, we were faced with the difficult problems of con- 
servative treatment. We became interested in this type 
of treatment after reading the article by Mikkelsen in the 
Acta chir. Scandinav. (75:373-415, 1934) in which it was 
said that the mortality could be reduced from 60 to 20 per 
cent by delaying operation for from several days to two or 
three weeks. I tried this with 1 patient. She finally died 
of spreading sepsis, which I attempted to drain too late, 
and which did not affect the pancreas. At a staff meet- 
ing, it was found that there were 4 or 5 other cases which 
had been treated conservatively, all with fatal results, and 
in none of which damage to the pancreas was shown 
at autopsy. 


Dr. Epwarp R. Lampson, Hartford, Connecticut: | 
have been much interested in pancreatitis ever since | 
started practice, when I had a case of the acute hemor- 
rhagic type. The symptoms pointed to acute inflammation 
of the gall bladder. Dr. Oliver C. Smith operated. When 
he opened the abdomen, a blood-red mass immediately 
presented in the wound. He started to put a needle 
through it, upon which I remarked, “That is not the gall 
bladder.” He insisted that it was, and proceeded to pass 
the needle, when a profuse hemorrhage occurred. He in- 
serted another needle with a ligature with the intention 
of doing a cholecystostomy, an operation seldom _per- 
formed at that time. 

The hemorrhage was so great that the remainder of the 
operation was spent in controlling it. We ran out of 
gauze, so that the old gauze had to be wrung out in water 
and used over and over again. Finally three large clamps 
were employed to control the hemorrhage, and the wound 
was packed. The family physician and I stayed up all 
night with the patient. Taking boiled normal salt solution 
and using a fountain syringe and a fountain-pen filler, we 
gave intravenous saline, a hypodermoclysis under the 
breasts and saline by rectum. Much to our surprise the 
patient recovered. On the ninth postoperative day she had 
a secondary hemorrhage, which was controlled by 
packing. 

In the meantime I had examined the specimen removed 
at operation, and found that the case was one of acute 
hemorrhagic pancreatitis. A rubber drainage tube was 
left in the abdomen for six months, for fear that the 
pancreatic secretions might digest other organs or form 
a pancreatic cyst. One morning at the end of that period 
I was notified that some coffee which the patient had 
drunk was coming out through the tube. This showed 
that she had developed a gastric fistula. I had her re 
moved to the hospital and took out the drainage tube, and 
the fistula closed in three days. I published a record of 
this case in 1903, and it proved to be the first case ot 
acute hemorrhagic pancreatitis reported in Connecticut. 

If I recall correctly, Reginald Fitz brought before the 
medical profession in this country not only appendicitis 
but also pancreatitis. He adopted the same pathological 
classification that we have heard about today: acute hem- 
orrhagic, suppurative and gangrenous. 

Judging from the cases that we have had at the Hart- 
ford Hospital, I should say that our mortality had been 
much nearer 50 per cent than the 15 per cent reported 
by Dr. Dunlop. 

As we are all aware, there is now considerable discus- 
sion as to whether these cases should be treated expectantly 
or should be operated upon at once. If the former 
procedure is adopted and a diagnosis of acute pancrea- 
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itis is made, and the patient recovers, how can we be 
sure that the diagnosis was correct? 

We have had no experience with the diastase test in 
urine or blood, and I doubt whether it has been used in 
enough cases to prove its accuracy. The diagnosis is 
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difficult under any circumstance, and | have frequently 
seen cases where a diagnosis of acute pancreatitis made 
previous to operation was found to be incorrect. In all 
but the mild cases I prefer immediate operation to con- 
servative treatment. 


POSTURE IN ANESTHESIA 
Avsert H. M.D.* 


PROVIDENCE, RHODE ISLAND 


T MAY be stated as a principle that an anes- 

thetized patient should never be placed in a pos- 
ture which he could not safely assume if he were 
conscious. The fat dowager who would die within 
an hour if suspended by the heels will be similarly af- 
fected by the Trendelenburg posture while under 
the influence of an anesthetic. Ill-advised postures 
are responsible daily for surgical fatalities. 


Contrary to common opinion, the so-called 
Trendelenburg posture, in reality originated by 
Bardenhauer, of Cologne, is not the most favor- 
able for the anesthetized patient. Trendelenburg, 
indeed, first described its danger and advised 
against its use for fat patients. The most favor- 
able posture is the dorsal recumbent one, with the 
head slightly lowered. Without increasing the 
cardiac and respiratory load, this posture maintains 
a cerebral blood pressure higher than that at the 
cardia¢ level, and increases the arterial blood supply 
to the cerebral centers. Unfavorable postures are 
the lithotomy, with elevation of the pelvis, rec- 
ommended for perineal prostatectomy, and the 
so-called reverse Trendelenburg — postoperative. 
The prone posture has so bad a reputation that 
some army regulations strictly forbid the turning 
of an anesthetized patient from the dorsal to the 
prone posture. 

With the aid of a synchronous pneumograph, 
we have shown that the difficulty with the prone 
posture is partly if not wholly respiratory.’ All 
anesthetics with which we are acquainted pro. 
duce paralysis of the thoracic muscles of respira- 
tion. The diaphragm then takes on the entire 
respiratory load. If the patient is placed face 
downward on the firm surface of an operating 
table, the diaphragmatic or abdominal respiration 
must be carried on under a handicap which may 
be appreciated by noticing that the patient’s but- 
tocks are lifted with each attempt at diaphrag- 
matic inspiration. This handicap may be removed 
by placing a pillow transversally across the table 
opposite the anterosuperior iliac spines. 

For obtaining the postures desired for many op- 


Read by invitation at the clinical meeting of the New England Surgical 
Society, Providence, October 1, 1937. 


*Consulting anesthetist. Rhode Island Hospital, Providence 


erations, an inflatable rubber cushion is more 
useful than the attachments usually provided with 
operating tables. The cushion is rectangular, 


measures 25 by 50 cm, and has a stout rubber 
tube attached at one corner and terminated by a 
cut-off valve. It is inflated with compressed air 
or with nitrous oxide from the gas machine. Oxy- 
gen or inflammable gas should not be used, be- 
cause of the risk of explosion. The cushion should 
be. strong enough. to support the weight of an 


Figure |. Gall-Bladder Posture. The cushion is inflated 
until the shoulders ave raised from the table and then 
allowed to deflate until they just touch the table. In this 
illustration the cushion is allowed to protrude under the 
arm in order to show its position. 


adult. The tube should be long enough to reach 
the head of the table, where the shut-off valve can 
be controlled by the anesthetist. The bag should 
be covered with a fresh pillow slip; it should be 
frequently sterilized. 

For the cholecystectomy posture, the cushion is 
placed transversally across the table, centered under 
the ensiform cartilage. When protrusion of the 
epigastrium is desired, the cushion is inflated until 
the shoulders are lifted from the table, and then 
deflated until the shoulders just touch the table, 
when the maximum extension has been obtained. 

For thyroid operations, the cushion is placed 
transversally with its upper margin slightly below 


. 
9 
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the external occipital protuberance and its lower 
margin under the shoulders. It is inflated until 
the occiput is lifted from the table, then deflated 
until the occiput just touches the table, when the 
maximum possible extension has been obtained. 
Care must be exercised not to pin the drapings 
to the inflated cushion. 


Figure 2. Thyroid Posture. The cushion is inflated 
until the occiput is lifted from the table, then allowed 
to deflate until the occiput just makes contact. At the close 
of the operation the tissues may be relaxed for application 
of the sutures by allowing the vial to deflate without 
disturbing the drapings. 


For operations on the kidney, the patient is 
placed in the lateral posture with the lower hip and 
knee flexed at right angles. The cushion is placed 
transversally, centered between the lowest rib and 
the crest of the ilium. The pelvis is fixed by a broad 
strip of adhesive plaster extending from one side 
of the table across the upper hip to the other side. 
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The degree of extension is readily controlled by 
the anesthetist. The cushion may be inflated either 
immediately before induction or after the patient 
has been anesthetized. 


Figure 3. Prone Posture. The partially inflated cushion 
is placed under the anterosuperior spines, slightly raising 
the pelvis and allowing continuance of abdominal respira- 
tion. 


For the prone posture, the partially inflated cush- 
ion is placed transversally underneath the antero- 
superior iliac spines, so as to favor continuance of 
abdominal respiration. A cushion provided with 
an extra long tube may be placed under the knees 
to secure relaxation of the abdominal muscles 
through flexion of the hips and knees, often desira- 
ble while suturing an abdominal wound. While 
these are the chief uses of the surgical posture 
cushion, other advantages will be discovered 
through habitual use. 

28 Everett Avenue. 
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RUPTURED ANEURYSM OF THE LEFT COMMON ILIAC ARTERY 
SIMULATING PERINEPHRITIC ABSCESS 


Isapore J. ZIMMERMAN, M.D.* Crarence E. Butrerrietp, M.D.+ 


MANCHESTER AND CONCORD, NEW HAMPSHIRE 


SEARCH of the literature reveals no record 

of a case of ruptured aneurysm of the com- 
mon iliac artery simulating perinephritic abscess. 
Only one case of ruptured aortic aneurysm simu- 
lating perinephritic abscess was discovered.’ 


The incidence of aneurysm of the common iliac 
artery is relatively low as compared with that of 
all other aneurysms. Matas’ found only 2 cases 
in a study of 172 aneurysms. Garland’ discovered 
only 1 case of aneurysm of the common iliac 
artery among 167 aneurysms found in the course 
of 12,000 autopsies. Lucke and Rea* found not 
a single case among 321 aneurysms. 

While perinephritic abscess may occasionally 
offer a challenge to detection, many less common 
or rare conditions may readily be confused with it.° 
The case here reported apparently falls into the 
latter category. 


CASE REPORT 


A 57-year-old man, married, was brought into the New 
Hampshire Memorial Hospital by Dr. G. Gaudrault, of 
‘Concord, in whose office he had fainted. At that time 
Dr. Gaudrault had felt a pulsating mass in the lower left 
quadrant. However, in view of all the subsequent find- 
ings and the absence of pulsations during the entire period 
of hospitalization, little stress was placed upon this finding. 

Because the patient was very restless and incoherent, no 
adequate history could be obtained, and only a vague and 
fragmentary one was contributed by his wife. The pa- 
tient had sustained a broken nose 25 years previously and 
a blow on the head 12 years previously. No history of 
abdominal trauma could, however, be elicited. Except 
for occasional sore throats and some diurnal frequency and 
nocturia, the patient had apparently voiced no complaints. 
Five days before admission he confided to a friend that he 
had pain in the region of the left kidney which was be- 
coming progressively more tender. Questioning of the pa- 
tient’s wife elicited a history of recent skin infection as 
well as a vague suspicion of hematuria. 

Physical examination revealed an obese, obviously sick 
man whose abdomen was considerably distended. The 
right side of the abdomen was tympanitic and non- 
tender. The left flank bulged somewhat. The entire 
left side was resistant to palpation, and was dull and very 
tender from the costal margin to the pelvis. The greatest 
tenderness seemed to be in the region of the left costover- 
tebral angle. The patient complained continually of pain 
in the lower left quadrant and left back, faintness, head- 
ache and nausea. From time to time he vomited. The 
respirations were about 24 and the pulse ranged from 84 
to 100. The blood pressure was 180/90. The tempera- 
ture ranged from 98 to 103°F., and on the 2nd day of 
hospitalization the patient had a chill lasting 3 minutes. 

"Urologist, Sacred Heart Hospital, Manchester, and New Hampshire 
Memorial Hospital, Concord. 

tSurgeon, New Hampshire Memorial Hospital, Concord. 


On the day of admission the white-blood-cell count was 
13,000 with 88 per cent polymorphonuclear leukocytes, 
11 per cent lymphocytes and 1 per cent monocytes; the 
red-blood-cell count was 4,100,000 and the hemoglobin 
85 per cent. The urine was acid, with a specific gravity 
of 1.036 and no albumin, sugar or acetone. The urinary 
sediment showed approximately 75 pus cells per high- 
power field. The Wassermann and blood Hinton tests 
were negative. 

Intravenous pyelograms taken on the 2nd day of hos- 
pitalization revealed a clear kidney outline on the right, 
with normal delineation of the pelvis and ureter. There 
was good visualization of the right iliopsoas muscle. Con- 
siderable gas was present on the right side. The entire 
left side of the abdomen from the diaphragm to the pelvis 
was rather opaque. The left kidney could not be visual- 
ized, nor could the left iliopsoas muscle be discerned. The 
patient was then referred to the urological department. 
He was obviously too sick for further studies or procras- 
tination. Because of the history and findings already 
given, the diagnosis of perinephritic abscess was made, and 
since the patient was steadily losing ground immediate 
drainage was advised. 

Hypodermoclyses of salt solution were given. Under 
spinal novocaine, supported by Nembutal and ephedrine 
sulfate, an incision was made in the left loin. When it 
was carried down to the perirenal fascia a large, bluish, 
bulging, rather extensive mass presented itself. Upon cut- 
ting of the fascia the mass was found to consist of freshly 
clotted blood, together with apparently older clot. The 
kidney was deeply buried in this sanguineous mass. Ex- 
ploration in the region of the pelvis revealed a spongy 
mass about the size of a grapefruit. Removal of a piece 
of the mass showed it to consist of old, white, laminated 
clot. The patient’s condition immediately became poor. 
Because of a sudden and uncontrollable welling of blood 
into the wound, a large pack was inserted and the wound 
was quickly closed. The patient’s condition on leaving 
the operating room was critical, and he expired within 
a few minutes. 

An autopsy restricted to the region of the lesion re- 
vealed an aneurysm of the left common iliac artery, 
which had apparently perforated several days prior to op- 
eration, causing a slow extravasation of blood into the 
retroperitoneal space formed by the downward extension 
of the two layers of the perirenal fascia. The aneurysm 
included the entire left common iliac artery from the 
point where it arose from the abdominal aorta to where 
it gave rise to the external iliac and hypogastric arteries. 
The rupture occurred on the posterolateral aspect of the 
aneurysm, and more superiorly than inferiorly. Thus the 
rupture was retroperitoneal and lateral. The perirenal 
fascia, which surrounded the kidney and its fatty capsule 
in the form of a loose sheath, was open inferiorly, the two 
layers remaining separate all the way down to the pelvis. 
The anterior layer crossed the great vessels in close appo- 
sition medially to join the corresponding layer of the op- 
posite side. The extravasated blood had therefore taken 


the only course open to it and had spread up between the 
layers of the renal fascia, with the result that the symptoms 
were those of a perirenal lesion. 
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VOLVULUS 
A Study of Twenty-Two Cases 
Epwarp D. Leonarp, M.D.,* anp Sipney Derow, M.D.+ 


NEWTON, 


WENTY-TWO cases of volvulus operated 

upon in the past ten years at the Newton Hos- 
pital have been studied in detail in an effort to 
determine the factors that may contribute to the 
mortality in acute intestinal obstruction. Acute 
ileus still has a mortality rate ranging between 40 
and 60 per cent. Volvulus accounts for approxi- 
mately 15 per cent of all acute obstructions. Be- 
cause of the similarity in the symptoms and treat- 
ment in the various forms of acute ileus, the con- 
clusions drawn from this study are applicable to 
all types of the condition irrespective of the cause. 
There were 10 deaths in our series of 22 cases —a 
mortality rate of 45 per cent. The more important 
facts ascertained by this study are as follows. 


Sex 
There were 13 males with 6 deaths, and 9 fe- 
males with 4 deaths. There was a greater preva- 


lence of volvulus in men, but no definite relation 
of sex to mortality was apparent. 
Age 

The youngest patient was ten years of age, and 
the oldest eighty. Volvulus appeared to be evenly 
distributed in the different age groups, 11 patients 
being under forty and 11 over forty. Three of the 
10 deaths occurred in the former group, and 7 in 
the latter — mortality rates of 27 and 64 per cent 
respectively. In this condition, therefore, as in 


others, age appears to play an important role in 
mortality. 


Symptoms 

The two cardinal symptoms in this series were 
abdominal pain and vomiting. The pain was of 
the colicky, intermittent type. Its location depended 
on the site of the obstruction. There were 4 in- 
stances of pain in the right lower quadrant, which 
were thought to be appendicitis. One case was 
provisionally diagnosed as ruptured ectopic preg- 
nancy and another as perforated peptic ulcer. The 
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remainder were diagnosed as acute intestinal ob- 
struction. 

Vomiting was present in 21 cases; it was not 
mentioned in the history of the remaining case. 
The amount, character and frequency of the vomi- 
tus were determined by the height and severity of 


Table 1. Comparison of Symptoms. 
SMALL-BOWEL. LARGE-BOWEL ALL 
SYMPTOMS LESIONS LESIONS LESIONS 
No. of Per No. of Per No. of Per 
Cases Cent Cases Cent Cases Cent 
Abdominal pain 16 100 6 100 22 100 
Vomiting 16 100 5 84 21 95 
Constipation 5 30 5 84 10 45 
Distention 6 37 5 84 ll 50 


the obstruction. Patients with high occlusions com- 
plained more of this symptom than did those 
with low occlusions. Fecal vomiting was noted in 
only 4 cases, 2 of which terminated fatally. Too 
frequently one is inclined to wait for the vomitus 
to become fecal before making a definite diagnosis. 
This type of vomitus occurs as a late sign and de- 
notes a poor prognosis. 

Constipation has long been thought to be a car- 
dinal symptom of acute intestinal obstruction. Its 
absence has frequently delayed a diagnosis. In our 
series this symptom was noted in only 10 cases — 
five times in the 6 cases of large-bowel volvulus, 
and five in the 16 cases of small-bowel occlusion. 
One patient with high obstruction complained of 
diarrhea. Constipation is therefore of value as a 
diagnostic aid in obstructions of the large intestine, 
but its absence should never rule out an obstruction 
above this level. 

Distention is also too often awaited in making 
a diagnosis of acute ileus. In the series studied it 
was noted in 11 cases: 5 of the 6 cases with large- 
bowel volvulus, and 6 of the 16 with small-bowel 
volvulus. It ranged in severity from slight to 
marked. 

Abdominal tenderness and rigidity were rare 
findings. They usually indicated necrosis of the 
bowel wall. 

The temperature was apt to be subnormal at the 
onset. A rise in temperature and in the white- 


. 
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blood-cell count denoted damage to the bowel wall 
and early peritonitis. 


Duration of Symptoms 


Careful analysis of this factor shows positively 
that the location and severity (amount of vascular 
occlusion) of the obstruction are of prime signif- 
icance. The preoperative period in the entire 
series varied from twelve hours to seven days. Of 
the 10 fatal cases, 9 showed volvulus of the small 
intestine and 1 volvulus of the large intestine. The 
duration of symptoms in the former group ranged 


Table 2. Average Duration of Symptoms. 


DURATION 

IN FATAL CASES 
2 days (9 cases) 
6 days (1 case) 


DURATION 
IN NON-FATAL CASFS 
1.6 days (7 cases) 
3.3 days (5 cases) 


OF LESION 


Small intestine 
Large intestine 


from twelve hours to five days, the average being 
forty-eight hours. In the recovered patients with 
small-bowel volvulus the average duration was 
thirty-eight hours. The patient with fatal large- 
bowel volvulus complained of symptoms for six 
days before operation. The surviving large-intestine 
cases presented an average duration of three 
and a third days. This indicates that a patient 
with a volvulus of the large intestine that does not 
completely stop the vascular flow may survive after 
a relatively long preoperative period, while one 
with a high, complete occlusion will succumb if 
operation is delayed only an hour or two. Delay 
in the latter group means that simple untwisting 
will no longer suffice and that extensive operative 
procedures are necessary to remove necrotic bowel. 
This need for immediate operation in high lesions 
is strikingly proved by the slight difference in the 
duration of symptoms between the fatal and the 
surviving cases of volvulus of the small intestine — 
forty-eight hours, as compared with thirty-eight. 
The delay of ten hours may have accounted for 
the fatalities. 


Operations and Findings 


As already stated, 16 cases of small-intestine vol- 
vulus accounted for 9 deaths, and in 6 cases of 
large-intestine volvulus there was only 1 death. 
The mortality rate in the small-bowel group was 
thus 56 per cent, and that of the large-bowel group 
16 per cent. 


Small-Bowel Lesions. There were 11 cases of 
involvement of only one loop, and 5 of involve- 
ment of the entire small intestine. Four patients 
gave a history of a previous operation for another 
condition. One of these operations was for perineal 
repair, done three days before. Another was for 
suture of a traumatic perforation of the small in- 
testine, done six days before. Both these cases ter- 
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minated fatally. A shortening of the mesentery 
due to calcified tuberculous glands was the causa- 
tive factor in a twelve-year-old patient, and a fibrous 
band at the site of an appendectomy done some 
years before in another. The causes of the twist- 
ing in the remaining 12 cases could not be definite- 
ly determined. The twists varied in degree from 
180 to 360°. Seven of the 9 deaths in this group 
followed more extensive surgery than simple un- 
twisting. There were 5 enterostomies and 2 resec- 
tions, all of which cases had a fatal termina- 
tion. Lobar pneumonia and paralytic ileus were the 
causes of the other 2 deaths. 

These findings emphasize the danger attended 
with extensive operations on patients that are al- 
ready poor risks for even minor surgical manipula- 
tions. Operation before the onset of necrosis would 
undoubtedly have presented a different picture. 
Enterostomy as a treatment for distention is fast 
falling into disrepute. “Stripping” of the intes- 
tine is likewise becoming a thing of the past. As- 
tonishing results are frequently obtained by nasal 
catheter drainage of the stomach, especially when 


_mild suction is applied. 


Large-Bowel Lesions. Abnormal lengthening of 
the mesentery of the colon was the predisposing 
cause in all 6 cases. The fatal case was that of a 
seventy-year-old woman who had had symptoms 
of obstruction for six days. A volvulus of the 
cecum and ascending colon was found at opera- 
tion. Because of necrosis of the bowel wall a 
Mikulicz operation was performed, but to no 
avail. This patient had been operated on fifteen 
years previously for a volvulus of the same portion 
of the intestine. There were 3 other cases of in- 
volvement of the ascending colon and cecum. 
Two of these were treated by simple untwisting. In 
the third there was a recurrence four months after 
operation. At the second operation it was deemed 
necessary to resect the involved portion, not be- 
cause it was necrotic, but because it was so dis- 
tended and atonic and the mesentery was so long 
that future recurrences seemed inevitable. A Mik- 
ulicz procedure was carried out. This patient 
made a delayed but good recovery and was in nor- 
mal health when last seen two vears after the sec- 
ond operation. 

There was 1 case in which volvulus of the sig- 
moid recurred. The patient, a sixty-year-old male, 
was operated on and was relieved by simple un- 
twisting. One year later the volvulus recurred. 
The bowel was distended and atonic, as in the 
case just described. Owing to the poor condition 
of the patient resection was out of the question, 
and simple untwisting was all that could be done. 
He was in good health and had had no recur- 


rences one and a half years after operation.’ 


| 
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A procedure carried out on all the large-bowel 
cases with excellent results consisted in the inser- 
tion of a long rectal tube high in the rectum at 
operation. The tube was then worked up into the 
sigmoid, and even above it, in order to deflate the 
markedly distended colon after the untwisting. 
Closure of the abdomen was thus facilitated and 
disagreeable postoperative complications were 
averted. 


Anesthesia 


Nitrous-oxide and oxygen, followed by ether an- 
esthesia, was used in 20 cases, and spinal anesthesia 
in 2. There were 9 deaths in the former group and 
1 in the latter. Obviously no conclusions as to 
what type of anesthesia is safest can be drawn 
from so small a series. 

* * 


It is no doubt true that preoperative and _post- 
operative saline infusions are of great importance 
in abating the mortality of this condition. The 
enormous loss of blood chlorides associated with 
continued vomiting is a vital factor in the severity 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 3, 1938 


of the disease, even when no necrosis of the bowel 
has taken place. Numerous observers have empha- 
sized the need for replenishing this loss. The age 
and general condition of the patient also play a 
significant role in the mortality. But with knowl- 
edge of the mechanism and cause of the ob- 
struction we believe that the most important factors 
are early diagnosis and early operation. It is 
obvious that only by these means can the mortality 
in cases of volvulus be appreciably decreased. This 
study bears out the old surgical dictum: “The 
longer a patient with acute intestinal obstruction 
lives before operation, the sooner he dies after it.” 
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CASE 24091 
PRESENTATION OF CASE 


A. twenty-three-year-old, white, New England 
farmer entered the hospital with the complaint of 
lung trouble of eight years’ duration. 

About eight years before entry he began to spit 
up small amounts of blood. There was no cough 
at that time, but one month later he developed 
loud wheezing respirations and began to notice 
dyspnea on exertion. The wheezing disappeared 
in about six months, but the hemoptysis continued. 
He had no fatigue, night sweats, weight loss, chills 
or fever. Over a period of a year, four years before 
entry, he had three attacks of “bronchial pneu- 
monia,” characterized by cough, hemoptysis, fever, 
malaise and moderate weight loss. Following the 
last attack he continued to cough with accompany- 
ing dyspnea and hemoptysis. Five months later he 
had an attack of gastrointestinal disease consisting 
of fever and diarrhea which lasted for one month. 
His physician made a diagnosis of tuberculosis and 
sent him to a sanatorium in Arizona where he re- 
mained for a year. While there his sputum was 
said to contain tubercle bacilli on only one occa- 
sion, but this could not be verified on subsequent 
examinations. Treatment at the sanatorium con- 
sisted of the usual sanatorium regime and crushing 
of the left phrenic nerve. He was advised to have 
a left thoracoplasty but refused it. He felt well 
during his first six months there but during the 
last six months lost 20 lb. in weight. He returned 
to New England two and a half years before entry 
and spent six months in an outside hospital. Bron- 
choscopic examination there was said to show a 
tumor pressing on the left bronchus. After dis- 
charge from there, he continued to have a chronic 
cough and raised moderate amounts of yellow spu- 
tum sometimes tinged with blood. He also had 
marked dyspnea on exertion and some palpitation. 
His appetite, however, was excellent, and his gen- 
eral health was good. 


There was no history of exposure to tuberculosis. 
In early childhood he had had a severe attack of 
whooping cough accompanied by “bronchopneu- 
monia.” His past history and family history were 
otherwise negative. 

Physical examination revealed a well-developed 
and nourished man in no distress. The blood pres- 
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sure was 130 systolic, 60 diastolic. The entire left 
chest was smaller than the right and was flat to 
percussion; there was no motion on breathing, and 
breath sounds, voice sounds and tactile fremitus 
were practically entirely absent. The right lung 
and abdomen were negative. 

The temperature was 98.6°F., the pulse 80. The 
respirations were 20. 

The urine examination was negative. The blood 
showed a red-cell count of 4,950,000 with 75 per 
cent hemoglobin, and a white-cell count of 16,200 
with 91 per cent polymorphonuclears. The spu- 
tum showed numerous polymorphonuclears, a few 
hemolytic streptococci, numerous alpha-hemolytic 
organisms, Neisseria catarrhalis and Hemophilus 
influenzae. 

An x-ray of the chest showed homogeneous dull- 
ness obliterating the entire left lung field. The 
heart and mediastinum were displaced toward the 
left, and the only air in the left chest was appar- 
ently within the herniated portion of the right 
lung. The left main bronchus was not seen, but 
the right was quite distinct. The ribs on the left 
side were markedly thickened, particularly along 
the axillary line. The ribs were otherwise normal. 
The gas bubble in the stomach was at the level of 
the tenth rib. The right lung was clear. 


X-Ray INTERPRETATION 


Dr. Georce W. Hoimes: In the first film the 
obvious findings are the complete dullness on the 
left side of the chest, the absence of the heart 
shadow on the right and a somewhat emphyse- 


- matous right lung. In the lateral view. the pos- 


terior half of the chest seems to be fairly normal, 
and that would place the dullness in the upper 
rather than the lower lobe. This dark area is prob- 
ably due to a herniation of the right lung through 
the mediastinum. We have a number of films 
taken using a higher voltage and longer exposure 
to bring out the structure of the involved lung, 
and you can now see that the trachea is displaced 
toward tie affected side and that the bronchus 
to that part of the lung is not well shown. We 
have the appearance of collapse of the left upper 
lobe without other evidence of cause. 

Dr. Frepertck T. Lorp: Does it account for the 
density ? 

Dr. Hotmes: No, but I do not see any other 
explanation. It could be collapse or consolidation. 
I do not believe it is encapsulated fluid. 


DIFFERENTIAL DIAGNosIS 


Dr. Lorp: With respect to the history we have 
hemoptysis out of a clear sky and that means one 
of only a few possibilities; tuberculosis is first, 
cancer second, and the third might be one of the 
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following: bronchiectasis, which rarely gives rise to 
hemoptysis out of a clear sky; rupture of a lymph 
node into the air passages; syphilis of the trachea 
and bronchi; and in other parts of the world, 
Distoma ringeri and echinococcus disease. It seems 
obvious that this patient has a bronchostenosis. The 
history, physical examination and x-ray are all con- 
sistent with it. The physical signs are not distine- 
tive but are wholly consistent with a bronchial ob- 
struction. One may go farther and say that in addi- 
tion to bronchostenosis he has a disturbance in the 
part of the lung distal to the obstruction. One 
cannot know exactly what the nature of that dis- 
turbance is, but at least it is fair to say that he 
has atelectasis and he has had attacks of broncho- 
pneumonia, doubtless due to trapping of infection. 
He probably has chronic inflammatory changes in 
the affected region and perhaps bronchiectasis or 
abscess. 

The important matter to decide is why he had 
bronchostenosis. There are a good many causes 
of bronchostenosis. In the first place a foreign 
body is a very common cause. It has to be re- 
membered that his disturbance started at the age 
of fifteen. He could have had a foreign-body in- 
halation and not have been conscious of it, but 
this is not a typical history because we do not 
expect hemoptysis as a presenting symptom out 
of a clear sky. So I am not inclined to think it 
is a foreign body which might be radiotranslucent 
so that one would not find it on x-ray film. It 
might be stricture from an inflammatory process 
and resulting scar tissue, but again we do not ex- 
pect it to give this history of bleeding. I am not 
inclined to think seriously of it. 


He might have syphilis of the trachea and bron- 
chi. Syphilis of the bronchi is rare but does oc- 
cur and may give rise to just such a disturbance 
as this, with bronchial obstruction and secondary 
changes in the affected region. However, one 
would expect other indications of tertiary syphilis. 

Tuberculosis has to be considered. There was 
one apparently positive sputum but subsequent ex- 
aminations were said to be negative. No mention 
is made of a search for tubercle bacilli in the spu- 
tum in this hospital. Do we know about that? 

Dr. Tracy B. Matitory: I can find no record of 
the sputum. 

Dr. Lorp: There is still another possibility. It 
is most likely that this is a new growth in spite 
of the fact that it began at fifteen. Without bron- 
choscopy it is almost never possible to be certain 
of the nature of bronchial obstruction, but one 
could guess at what this might be, and I should 
feel that tumor was the most likely possibility. In 
view of the long duration and the maintenance 
of good general health, adenoma of the bronchus 
--a benign new growth --is most likely. How- 
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ever, one would want a bronchoscopy under these 
circumstances to tell more nearly the nature of 
the obstruction. 


Dr. Martory: We stopped this case short be- 
fore the bronchoscopy because in cases of this sort 
bronchoscopies often give us the complete answer. 
I think it did here. Perhaps Dr. Tobey will tell 
us about it. 


Dr. Haroitp G. Tosty: I was interested to see 
in the record that early in the disease this patient 
developed a wheeze that apparently disappeared 
later when his obstruction became more complete. 
It is surprising that the diagnosis of asthma was 
not made at some time or other. A tumor in the 
bronchus, as it enlarges, very often causes an ex- 
piratory wheeze for some period of time. 


As for the history of his bronchoscopies, he had 
one before he came here. I do not know what 
the diagnosis was at that time. At bronchoscopy 
here, the left main bronchus, beginning about 
1.0 cm. from the carina, was completely filled with 
a soft mass which bled very freely. At the first 
session we removed a large mass which we sup- 
posed to be tumor, but as I understand it, it was’ 
nothing but granulation tissue. The idea of these 
repeated bronchoscopies was to clear the left main 
bronchus. At the second bronchoscopy another 
large mass of tissue was removed, some of which 
was blood clot, but one fragment of tumor was 
obtained. At that time the remaining mass was 
coagulated with diathermy. Still we were unable 
to demonstrate the left upper lobe bronchus. 


At the last bronchoscopy still more tissue was 


_removed and while we did not demonstrate to our 


satisfaction the opening of the left upper lobe 
bronchus, I am sure we did get below it; diathermy 
was used again. I went away from Boston at that 
time but the understanding was that bronchosco- 
pies should be continued. It hardly seems pos- 
sible that after a period of eight years with this 
increasing obstruction we shall be able to clear 
the bronchus enough to enable the lobe to fill out 
again and become completely aerated. * 


PREOPERATIVE Di aGNnosis 


Benign adenoma of the bronchus. 


Dr. Lorpn’s Diacnosis 


Probable adenoma of the bronchus. 


ANATOMICAL DiaGnosis 


Adenoma of the bronchus. 


Patruo LocicaL Discussion 


-Dr. Mattory: Two out of the three bronchos- 


copy specimens showed tumor. This tumor was 
very characteristic histologically of what we have 


» 
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been calling bronchial adenoma. What the tumor 
actually is, is very far from certain, but histologi- 
cally it looks much more like the carcinoid tumors 
that we see in the intestinal tract, especially in the 
appendix, than like any other tumor. Its rela- 
tion to carcinoid is rather borne out by its clinical 
behavior. It is extremely slowly growing and very 
late to metastasize, and yet from the histologic 
point of view is very apt to be invasive. One of 
our cases has metastasized to one of the bronchial 
nodes. In the other cases that we have had a 
chance to examine the bronchial nodes have been 
negative. In most cases, however, there has been 
a slight degree of invasion of the bronchial wall, 
so that the tumors cannot be classified as benign. 
They are the lowest possible grade that you can 
call malignant. The problem of how to treat them 
is a very real one. The duration of the disease or 
the length of time which will elapse before you 
may expect metastasis is so great that one hesitates 
to be too radical. But the tumor is a lethal agent, 
not directly from its neoplastic qualities but second- 
arily because of plugging of the bronchi and in- 
fection and eventual destruction of the distal lung 
tissue. So unless the bronchi can be kept clear one 
may assume the patient will die from pulmonary 
infection. 

We have experimented with different kinds of 
treatment, but I believe the Thoracic Clinic has not 
yet decided what is the wisest thing to do. I shall 
ask Dr. King to tell us about that. 

Dr. Donatp S. Kine: Five lines of treatment 
were possible in this case: first, removal of the 
tumor through the bronchoscope; secondly, x-ray 
treatment; thirdly, radium treatment; fourthly, 
total pneumonectomy; fifthly, leave well enough 
alone. In spite of the fact that the patient had 
had very few recent symptoms, it was probable 
on the basis of our experience that there was ex- 
tensive suppuration in the atelectatic lung, and 
that removal of the permanently damaged lung 
would be the best procedure. However, Dr. 
Churchill believed that extensive adhesions would 


make removal extremely difficult and hesitated 


to operate. The next question was as to the im- 
plantation of radium seeds, but Dr. Holmes be- 
lieved that he could deliver at the site of the tumor 
as much radiation by x-ray as would be given by 
radium and with less danger to the surrounding 
tissues. X-ray treatment was therefore given, and 
after a proper interval another bronchoscopic ex- 
- amination was made. The tumor mass was found 
to be still present, but the histologic changes in 
the biopsy specimen are of interest. 

Dr. Mattory: The final biopsy showed the 
architecture of the tumor pretty clearly but a very 
small number of viable tumor cells. On the other 
hand the experiment is not clear cut because Dr. 
Tobey also used diathermy. I cannot say whether 
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it was diathermy or radiation, but something seems 
to have killed a good many tumor cells. 

Dr. Kine: The next procedure was to attempt 
removal through the bronchoscope of the tissue 
which was still obstructing the bronchus. Several 
bronchoscopies were done, and a good deal of tis- 
sue removed. We have not seen the patient for a 
month, and I am not sure of his present condition. 

Dr. Hotmes: The radium treatment was not 
so much my idea as that of Dr. Belsey. He had 
spoken of other cases he had seen treated with 
radium. 

Dr. Matrory: In London | understand they 
have been using radium in a special container. 
Perhaps Dr. Belsey would speak of that for a mo- 
ment. 

Dr. Ronavp R. Bersey: At the Brampton Hos- 
pital, London, these cases are now being treated 
by the application of radon seeds to the tumor. 
Twelve 1.25-millicurie seeds are distributed evenly 
within the jacket of a tubular platinum container 
designed by Dr. Tudor Edwards. The container 
is canalized to maintain patency of the bronchial 
airway, is placed alongside the tumor through the 
bronchoscope, is maintained in position bv a spring 
for seven days and is then removed. 3 

Six cases treated in this way have becn followed 
bronchoscopically; in 4 there was, at the last obser- 
vation, no macroscopic evidence of tumor, and in 2 
the tumor was greatly diminished in size. In no 
case did biopsy reveal the persistence of tumor 
cells. In 2 cases where the bronchus was com- 
pletely occluded by growth, preventing the intro- 
duction of the container, the radon seeds were 
implanted directly into the tumor, with subsequent 
canalization of the bronchus. 


CASE 24092 
PRESENTATION OF CasE 


A fifty-year-old American housewife was ad- 
mitted complaining of fever. 

The patient was perfectly well until six weeks 
before entry, when she developed a fever and a 
rash on her arms, legs and buttocks which was 
painful to touch and consisted of red, slightly ele- 
vated, circular lesions, distributed closely together, 
and varying in size from 1 to 6 cm. in diameter. 
She went to bed on the first day of the rash, 
not because of feeling ill but because of the pain 
she suffered. The acute stage of the rash lasted 
four or five days and then the lesions began to fade 
slowly. However, she remained in bed up to the 
time of entry because of continued fever. She had 
no other complaints except moderate malaise, some 
weakness, and a slight cough. She stated that in 
the past she had been bothered by hot weather and 
that her symptoms began just after two very hot 
days. 


; 
. 
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Except for pneumonia when she was very young, 
she had had no serious diseases and had had no 
medical attention since her marriage. She had no 
weight loss previous to her present illness and no 
hemoptysis or other symptoms except for slight 
cough. Her father died of tuberculosis eighteen 
years previously. One sister died of tuberculosis 
at the age of twenty-one, and a brother died of it 
five or six years previously. The patient had not 
been exposed to tuberculosis after her father’s death. 
A sister died of peritonitis at the age of eighteen. 
Her mother and five other siblings were living 
and well. 

Physical examination showed a fairly well- 
developed, somewhat emaciated, chronically ill 
woman breathing rapidly. There were small dis- 
crete hyperkeratotic spots on the exterior surfaces 
of the arms. The skin was rough and dry, and 
there were many areas of brown pigmentation on 
the trunk. There was a walnut-sized node in the 
left axilla. The chest showed slight splinting of 
the right side. There were areas of broncho- 
vesicular breathing and fine to medium crepitant 
rales, with dullness over the lower half on the 
right and the lower third on the left posteriorly 
and laterally. The voice sounds and tactile fremitus 
in these areas were slightly increased. The heart 
sounds were of poor quality, and there was a dis- 
tinct. gallop rhythm. Ag was greater than Ps, and 
the pulse was weak. There was generalized tender- 
ness of the abdomen. The blood pressure was 90 
systolic, 58 diastolic. : 

The temperature was 100.4°F., the pulse 112. 
The respirations were 24. 

The urine had a specific gravity of 1.010, and a 
very slight trace of albumin, normal sediment, and 
no Bence-Jones protein. The blood showed a red- 
cell count of 4,290,000 with a hemoglobin of 75 
per cent.. The white-cell count was 5300 with 76 
per cent polymorphonuclears. A blood culture con- 
tained diphtheroids. Widal and undulant fever 
agglutinations were negative. The blood gave a 
total protein of 4.2 gm. and a nonprotein nitrogen 
of 78 mg. per cent. The sedimentation rate was 
0.52. The blood sugar was 182 mg. per cent. Five 
sputum examinations were negative for tuberculo- 
sis. An electrocardiogram on the second day 
showed diphasic Ti and Tz and a P-R interval 
of..0.20. 

. An-x-ray of the chest showed multiple small areas 
‘of calcification at both apices and throughout the 
left midlung field. The right diaphragm was 
high, and’ the right costophrenic angle was oblit- 
erated. The long bones showed no evidence of 
disease.. | 

On the second day her temperature rose to 
-102°F. and for the next three days fluctuated be- 
tween 100 and 103°. Her pulse remained rapid, and 
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her respirations rose to 40. On the third day a 
dry pleural rub was heard in the right axilla and 
posteriorly, which, however, disappeared in the 
next twenty-four hours. An electrocardiogram on 
the fifth day showed a P-R interval of 0.19, low 
Ti, diphasic Tz and Ts, and a low origin of Ts 
with low voltage, suggesting poor myocardial func- 
tion. A blood culture taken that day was negative. 
The temperature rose rather abruptly to 105°F. 
and was maintained at that level, with a gradual 
fall to 103°F. at the time of death. On the sixth 
day the patient developed unilateral edema with 
increased warmth of the left leg. Marked ab- 
dominal distention was relieved by an enema. 
The lungs were filled with fine crackling rales 
at the bases and coarse rhonchi elsewhere. On the 
sixth day the white-cell count was 3300 with 72 
per cent polymorphonuclears. She developed a 
coarse tremor of both arms. On the ninth day a 
portable chest plate showed consolidation of the 
lower three quarters of the left lung field. Her 
condition remained relatively unchanged, and on 
the eleventh day she died. 


DIFFERENTIAL Dracnosis 


Dr. Donan S. Kinc: There is one possible diag- 
nosis which recurred so constantly as I read through 
this record that I cannot refrain from making it. 
However, the condition is unusual, and although 
on paper the diagnosis may seem clear, I am al- 
most afraid to make it. 

We will let Dr. Holmes take up the x-rays first. 

Dr. Georce W. Hoimes: In the first film there 
is evidence of tuberculosis of both apices. The 
shadows are very sharp. It looks as if it were an 
old process and probably not active. She has an 
elevated diaphragm on the right side and some 
increase in the hilus shadows. I do not see the 
cause of the high right diaphragm unless there is 
an occluded bronchus running to that area. We 
have no films in expiration and no lateral view 
to help us. Eight days later she has a marked 
change on the left side. I should like it much 
better if it were on the right side. On the left 
side now there is an area of consolidation which 
extends up to the second rib in front, which does 
not obliterate the outline of the heart or displace it, 
and which does not obliterate the outline of the dia- 
phragm. I should think it was a pneumonic type 
of process and not fluid. The high position of the 
diaphragm on the right has disappeared. It is 
now nearly normal. In the last film, taken two 
days after the second, the process is still present 
and of about the same size. 

She has positive evidence of a rather extensive, 
old, tuberculous infection of the lung. We have 
not much evidence as to what the acute process is. 
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Dr. Kinc: You would not necessarily call this 
new process tuberculosis? 

Dr. Hotmes: It is a pneumonic process. It 
could be tuberculous pneumonia. 

Dr. Kinc: On the basis of the x-ray findings 
in the lungs, I am willing to throw out a primary 
lung infection as the cause of this patient’s eight 
weeks of fever and other symptoms. When she 
came into the hospital, there was no x-ray evidence 
of active pulmonary disease. On the ninth hospital 
day, she developed a pulmonary lesion which, 
from the x-ray standpoint, can be terminal pneu- 
monia. Therefore, I do not believe that a lung 
infection was responsible for her symptoms dur- 
ing the entire eight weeks. 

Let us review the facts so that you can see the 
picture that I have in mind. The patient is a 
woman of fifty. Fifty years is a little old for the 
condition, but by no means rules it out. The sex 
is right. The symptoms began after a hot day. 
We do not know that she had been exposed to 
sunlight, but it was in the summer and we have 
a right to assume that she may have been. There 
is a strong family history of tuberculosis which 
is said to be present in a majority of the patients 
suffering from the disease which I am considering. 
Whether tuberculosis is the cause of this disease 
no one has been able to prove, but it is very fre- 
quently associated with it. There is evidence of 
a cardiac lesion probably located in the myocar- 
dium. This is also a characteristic accompaniment 
of the condition. Whether, in this case, endo- 
carditis is present, we cannot say. More than 
50 per cent of the autopsied cases reported have 
shown endocardial changes but not true bacterial 
endocarditis. In the present case, the kidneys are 
involved, since the nonprotein nitrogen was 78 mg. 
per cent. However, there is no report in the urine 
of red cells or casts. So far as the lungs are con- 
cerned, we have terminal pneumonia and scattered 
lesions which could be of vascular origin. There 
was also a pleural rub, but no evidence of pleurisy 
with effusion or pericardial effusion, both of which 
occur frequently. Finally, there is a definite leuko- 
penia in two counts after hospital admission. 

Now there is a disease, occurring especially in 
women, with prolonged fever and leukopenia, with 
recurring skin lesions brought out by exposure to 
the sun, and accompanied by vascular lesions in the 
heart, lungs and kidneys. How can I refrain from 
diagnosing the present case as lupus erythematosus 
disseminatus? 

But there are some points which are not typical. 
In the first place, the skin lesions are not the char- 
acteristic lesions of lupus erythematosus, which 
usually persist longer and are apt to be promi- 
nent about the fingernails. In the second place, the 
urine does not show the characteristic changes, 
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nor was there definite fluid — pleural, pericardial 
or in the joints. 

There is one final argument for my diagnosis: 
namely, that I went this morning to the Treadwell 
Library to find the volume of the Transactions of 
the Association of American Physicians in which 
Dr. Baehr describes 23 autopsied cases of the dis- 
ease, and found that the book had been taken 
from the library by Dr. Mallory. 

What else can the diagnosis be? Of course, one 
thinks of erythema nodosum and the skin lesions 
described are certainly consistent. A terminal tu- 
berculous process might come after erythema no- 
dosum, but this seems to me very unusual in a 
woman of fifty with fever for eight weeks and 
acute lung lesions which did not develop until 
shortly before her death. What other conditions 
can give skin lesions and fatal pulmonary involve- 
ment? Various yeast and fungus infections may 
give these, but we have no evidence for such a 
diagnosis. How about bacterial endocarditis? We 
have the persistent unexplained fever but no other 
evidence. It is obvious that the men who were 
taking care of the patient had thought of lym- 
phoma and multiple myeloma and had ruled these 
out so far as it could be done. There is no evi- 
dence for periarteritis nodosum. I cannot make 
any diagnosis that suits me as well as lupus ery- 
thematosus disseminatus. 

Dr. Wyman Ricuarpson: I have an idea that 
perhaps too much emphasis has been put on the 
skin lesions. They lasted only four or five days 
so far as I can see from the history. 

Dr. Tracy B. Mattory: They were certainly 
gone at the time of autopsy. 

Dr. Wacrer Bauer: They were not characteris- 
tic of lupus. 

Dr. Ricuarpson: The description sounds like 
erythema multiforme, and I wonder if she may not 
have tuberculosis of the adrenal glands with pul- 
monary infarcts to account for the lung picture. 
The hot-day argument comes in there also; you 
get hypotension, and many of these findings could 
be due to adrenal failure. 

Dr. Kine: I think my picture is better. If you 
read the descriptions in the literature, it is perfect. 
That is the trouble; it is too good. 

Dr. Ricuarpson: Can you have disseminated 
lupus, sine lupus? 

Dr. Kine: Yes, with no skin lesions at all, or 
with lesions that come and go quickly. I looked 
up the descriptions of the skin lesions of dissem- 
inated lupus, and I think they fit this case. 

Dr. Mattory: It is unfortunately very nearly 
impossible to give in words a description of skin 
lesions that is of much use to anyone. Dr. Bauer 
was in charge of this patient and he can tell us 
a little more. 
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Dr. Bauer: I personally do not think that these 
skin lesions described are consistent with what 
we think of as the skin lesions of lupus erythemato- 
sus disseminatus. They really are more like ery- 
thema nodosum. 


When this woman entered the Baker the thing 
that I wondered about most was whether the skin 
lesions, which had disappeared, represented an 
erythema nodosum, and in view of that, whether 
we were dealing with an individual who had a 
very severe rheumatic fever, which could explain 
the whole picture. Knowing that erythema nodo- 
sum is also seen in association with tuberculosis, 
the only other possibility that I could entertain 
very seriously was that of miliary tuberculosis. 1 
was unable to go any farther than that. I wanted 
very much to make a diagnosis of rheumatic fever. 
Before the autopsy I said I should put rheumatic 
fever first, miliary tuberculosis second, and the 
question of lymphoma as a distant third, but I 
really thought the diagnosis lay between very severe 
rheumatic fever and miliary tuberculosis. 


Dr. Kine: But you had no real evidence for 
rheumatic fever, except the unexplained fever? 


Dr. Bauer: We had the heart findings which 
could indicate serious damage to the myocardium, 
skin lesions which we interpreted as probably being 
erythema nodosum, and the possibility that the 
pneumonic infection was a rheumatic pneumonia. 
I tried hard to make another diagnosis, but I always 
kept coming back to rheumatic fever. I think I 
really wanted for once to make a diagnosis of severe 
rheumatic infection in a woman of this age and 
thought I had a fair amount of evidence in its fa- 
vor. When I came to the autopsy room, however, 
I put miliary tuberculosis first and rheumatic in- 
fection second. 

Dr. Mattory: As I read over the story this 
morning I must acknowledge that I, too, thought 
of Dr. King’s diagnosis first. 

Dr. Baver: She never had anything in the kid- 
neys to indicate an active nephritis. 

Dr. Kinc: She had a nonprotein nitrogen of 78, 

Dr. Bauer: Yes, at the end. 

Dr. Martory: think one should always be 
cautious about interpreting evidence of renal fail- 
ure in the terminal stages of a patient’s illness. I 
believe if we took more nonprotein nitrogens the 
day before death we might get a great many over 80. 


Curmicat DiaGNoses 


Kheumatic fever. 
Miliary tuberculosis? 
Lymphoma? 
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Dr. Kino’s Diacnosis 
Lupus erythematosus disseminatus. 


ANATOMICAL DIAGNOSES 


Pulmonary tuberculosis, chronic, with cavitation. 
Acute miliary tuberculosis. 

Tuberculous peritonitis. 

Pulmonary embolism and infarction. 
Bronchopneumonia. 

Thrombosis of left iliac vein. 

Arteriosclerosis, moderate. 


Discussion 


Dr. Matiory: At autopsy we found a diffuse 
miliary tuberculosis and a tuberculous peritonitis. 
The peritonitis was the most impressive of the le- 
sions. Every millimeter of the peritoneum was 
studded with minute, very young tubercles. The 
heart was entirely negative except for question- 
able thickening of the endocardium of the left 
ventricle overlying the septum. The kidneys also 
were negative. We found an old tuberculous cav- 
ity in the left lung and scars of tuberculosis in 
both upper lobes. So far as the gross appearance 
of the lung lesions was concerned, we could not 
make out any evidence of activity. It is not sur- 
prising that they saw none by x-ray. The more 
acute process in the lungs was not tuberculosis 
but was a combination of multiple infarcts and 
pneumonia. She had infarcts scattered throughout 
all five lobes and a large area of pneumonia in 
the left lower lobe. The source of the emboli 
was a thrombus of the left iliac vein, which had 
been the cause of edema of the left leg. 

Dr. Ricuarpson: What about the adrenals? 

Dr. Mattory: They were negative. 

Dr. Hotmes: Where was the cavity in the left 
lung? 

Dr. Matvory: It was 3 cm. down from the apex 
in the left upper lobe. It was quite a big cavity, 
3.5 cm. in diameter. 

A Puysician: Did she have meningitis? 

Dr. Matiory: We did not examine the head. 

Dr. Joun D. Stewart: Was the walnut-sized 
node tuberculous, too? 

Dr. Mattory: | do not believe we looked for 
that; however, her peripheral lymph nodes showed 
tuberculosis. 

A Puysician: Do you think the skin lesions 
were miliary tuberculosis? 

Dr. Mattory: No, I do not think they could 
have been. My best guess is erythema nodosum 
which you get with either rheumatic or tuber- 
culous infection. Do you agree, Dr. Goodman? 

Dr. GoopMan: Yes. 
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WHEN IS A PROFESSION 
NOT A PROFESSION? 


Tue nature of a profession is such that it is im- 


possible of determination by material standards: 
one always comes back to a criterion which in 
some way embodies the spirit of the profession. It 
is difficult to define this spirit, but without further 
specification we may contrast it with the commer- 
cial spirit as an approximation sufficiently close to 
definition for the present purpose. 

Recently the Supreme Court of Massachusetts 
handed down an opinion in which optometry is 
characterized as a profession. The case involved 
as one defendant a physician whose license had 
been revoked within the year for association, in 
the practice of medicine, with an unlicensed per- 
son, and seems to have had to do with the same 
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acts for which the physician lost his license. A 
transcript of the decision appears elsewhere in this 
issue ef the Journal. 

The Court weighed the evidence for and against 
the professional status of optometry and decided 
that “the placing of optometry on a professional 
basis” was not arbitrary or irrational. It also 
expressed the view that professional status is 
incompatible with the status of a servant. The 
physician in this case, as employed by the layman, 
became his servant. How far is the opinion justi- 
fied in denoting optometry as a profession? 

Under the definition of optometry as it once ap- 
peared in the statute, the optometrist measured the 
powers of vision of the human eye and adapted 
lenses for the aid of vision. Under the definition 
now in the statute, the field for the optometrist 
has been much extended and the Court thinks that 
“the work of an optometrist approaches, though 
it does not reach, ophthalmology.” But the optom- 
etrist does actually adapt lenses for the aid of vision, 
and sells spectacles, eyeglasses and lenses for the 
purpose of correcting vision. In this vending of 
mechanical devices, the optometrist competes with 
the optician, in trade, on his own ground. Also, 
contrary to the usual practice of a profession, an 
optometric practice may be carried on by the un- 
registered spouse of a registered practitioner. Is 
optometry then a profession or a trade? The ques- 
tion is worded in accordance with a type of logic 
much discredited of late, The im- 
plications are that optometry is either a profession 
or a trade; it cannot be both, for a profession and 
a trade are mutually and reciprocally exclusive. 


“either — or.” 


The facts of life often ruin our logic as in this 
case. 

In one part ot his work the optometrist is as 
commercial as the optician, no more and no less. 
In another part of his work, and this insofar as 
It is 
sometimes contended that since the legislature has 


he is practicing medicine, he is professional. 


provided for the separate licensing of optometrists, 
it has taken optometry out of the field of medicine. 
But it is not in the power of the legislature so to 
do: an act of legislature can only delimit the legal 
and the illegal. The induction of an abortion is 


398 


the practice of medicine no matter who performs 
it. How much of the work of the optometrist is 
professional and how much is trade, it may not be 
possible to determine easily. The proportions may 
vary. It is known that often the physician, as in 
the present case, is paid one dollar for each ex- 
amination of the eyes, and that nine dollars is a 
fair average price for the glasses sold to the patient 
by the optician. Perhaps it is not just to judge 
the optometrist by this standard —ten per cent 
professional and ninety per cent commercial — 
but it is still true that “Where your treasure is, 
there will your heart be also.” 


If one examines the statutes concerning den- 
tistry, one finds that, from this point of view, it 
also is not wholly a profession. The law specifically 
permits corporation practice of dentistry. Is there 
any other branch of medicine in which this is pos- 
sible? Generally corporation practice of a profes- 
sion is held to be highly improper. Sections 49 
and 52 of Chapter 112 of the General Laws use 
the term “corporate” and “corporation” and Sec- 
tion 53 of the same chapter says further “Nothing 
in sections forty-three to fifty-two inclusive shall 
... prevent the widow, executor or administrator 
of a registered dentist who has died, or the wite 
of one who is incapacitated, from continuing his 
It is 


business under a registered dentist. .. . 
impossible to reconcile this with the opinion of 
the Supreme Court that the personal relation be- 
tween physician and patient is to be regarded as 
the essence of the profession. 

There is a permanent tendency in human nature 
which works toward the commercialism of profes- 
sions. It is seen in all of them. It has strong in- 
fluence in medicine today, even in the main stream 
where as yet it has received little if any statutory 
support; and in some of the subsidiary branches it 
seems to be advancing rapidly. 

For various reasons, summarized in the state- 
ment that “national health is the greatest national 
asset,” interest in health has become far more 
widespread than fifty years ago. Preventive medi- 
cine is almost the order of the day. Insurance 
companies, industrial concerns, educational insti- 
tutions, all have their health programs and render 
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some form of health service by employing physi- 
cians. None of these corporations are eleemosynary 
in the strictest sense, and some are organized purely 
for profit. To what extent are they commercializ- 
ing medicine? Are not hospitals in some cases 
exerting a subversive influence by their apparently 
commercial practices? 

It is a fact that the practice of medicine has 
become far more commercialized than is generally 
recognized. When commercialism becomes dom- 
inant, medicine is in danger of losing completely 
its professional standing. It is the duty of the 
medical profession to set its house in order. The 
undertaking is difficult and not without danger. 
For it, medical statesmen are needed as leaders, 
and behind and supporting them, an enlightened 
and united profession. 

We need a fresh vision of the deep underlying 
unity of the healing art, a keener sense of the re- 
sponsibilities of what may become for all of us a 
noble profession, and a determination to prevent, 
and so far as may be, to remove, the stains which 
commercialism has smeared over the surface. It 
has not yet touched the heart of the profession. 
The deeply rooted antagonism between the spirit 
-of a profession and the spirit of commercialism 
lies in the difference of their aims. The ideal of 
a profession is the beauty of an esthetic achieve- 
ment. This the commercial spirit seeks to destroy. 


BORROW 175,000 BOOKS FOR $15! 


Sucn an offer suggests the prospectus of a loan 
shark rather than the duly authorized privilege 
of any member of the Boston Medical Library in 
return for yearly payment of dues. Yet the re- 
cent annual report of the Librarian of this institu- 
tion expresses regret that the Library is not more 
used by its members. What, then, is the reason 
for this apparent apathy on the part of medical 
readers? 

The evidence suggests that it is not because of 
inadequate facilities or service on the part of one 
of the leading medical libraries of the world. The 
Library offers to its members an unusually com- 
prehensive collection of current periodical litera- 
ture, as well as standard reference books. 


Well 
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over half of the volumes in the Library are not 
to be found in any other library in Greater Bos- 
ton. Unusual items may be quickly obtained from 
the Surgeon General’s Library in Washington. 
Quiet cubicles where members may keep books 
ready at hand assist scholarly effort. Moreover, 
the service rendered by the Library is by no means 
confined to its own premises. Professional mem- 
berships in the names of various hospitals and med- 
ical schools in Greater Boston allow the staffs of 
such institutions the use, within the library so 
afhliated, of any book in the Boston Medical Li- 
brary. Through the professional memberships of 
their own institutions, members of the Boston 
Medical Library may borrow books for use out- 
side of the afhliated library. Inter-library loans 
afford a service to medical libraries in all parts 
of New England. 


On the other hand, as an explanation of the 
fact that the use of the Boston Medical Library 
has increased only slightly during the past year, 
it cannot be supposed that the profession consults 
the medical literature less often than in the past. 
The apparent lack of readers at the Library is prob- 
ably explained by the increase in facilities for the 
perusal of the medical literature afforded else- 
where. Thus, as is highly desirable, many of the 
medical readers of today can turn for their imme- 
diate needs to the library of the hospital or medi- 
cal school with which they are affiliated. Neverthe- 
less, if the necessity for providing adequate finan- 
cial support for the Boston Medical Library should 
be lost sight of, almost irreparable injury would 
be done. Within reason, no amount of develop- 
ment of the smaller libraries of the community 
can substitute for the vast collections quickly avail- 
able at the larger institution. This Library is 
thus an institution with an importance common 
to all physicians, irrespective of their academic or 
professional afhliations. By joining, the individual 
subscriber clearly obtains full value for his dues; 
and in addition has the satisfaction of knowing 
that he is contributing to one of the basic resources 
of the medical profession of Boston and New 


England. 
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Cast History No. 61. 


Mrs. A., a white multipara, aged thirty-two years, 


PartiAL PLacENTA PREvVIA 


‘had a painless hemorrhage of about 200 cc. of fluid 


blood in her physician’s examining room while 
she was disrobing preparatory to a routine exam- 
ination at eight months. She was sent to the hos- 
pital immediately. 


There was no family history of tuberculosis, 
diabetes, cancer or hemorrhagic disease. She had 
had measles and scarlet fever as a child, and her 
appendix had been removed four years before. She 
was subject to occipital headaches and had occa- 
sional attacks of tonsillitis. 

Her catamenial history was normal, with a 
twenty-eight-day cycle. Two previous pregnancies 
had terminated in low-forceps operations, and these 
two children were alive and well. Both preg- 
nancies had been complicated by a mild toxemia 
without convulsions. The date of her last pe- 
riod was May 19, making the expected date of 
confinement February 26. She had been seen 
three times previously in this pregnancy, and at 
each visit her blood pressure had been found a 
little above normal. On January 27, the dav of 
the hemorrhage, her blood pressure was 145. sys- 
tolic, 90 diastolic. 

At the hospital her examination showed a nor- 
mal temperature, with a pulse of 88. Her heart 
was not enlarged, and there were no murmurs. Her 
lungs showed no abnormalities. The uterus was 
symmetrically enlarged, with the fundus about three 
fingerbreadths below the ribs. The fetus was in 
ODA position with a steady fetal heart rate of 128 
and sounds of good quality. Active bleeding had 
ceased by the time she arrived at the hospital. The 
urine showed no albumin. 

Two diagnoses were of course brought to mind 
—placenta previa and partial detachment of a 
normally implanted placenta from toxemia. It was 
deemed best not to examine the patient vaginally 
at once, and no more bleeding occurred during the 
next five days. 

At the end of this time she was taken to the de- 
livery room. Everything was prepared for imme- 


A series of selected case histories by members of the section will be 
published weekly. 

Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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diate delivery, if necessary, and also a sterile bag- 
ging set was on hand. Vaginal examination re- 
vealed a placenta previa, with the edge of the 
placenta just inside the cervix on the left side. The 
fact that the patient was a multipara with a soft, 
partially patulous cervix seemed to indicate that 
delivery from below was the method of choice, and 
a No. 6 Voorhees bag was inserted into the uterus 
and filled with sterile water. In the process, some 
bleeding was encountered because the membranes 
over the os were very tough and would not rupture 
after ordinary methods were used. The bag was 
therefore inserted on the right side of the uterus 
without rupturing the membranes. The fetal heart 
maintained a steady rate of 140 throughout. 

The bag was inserted at 11 a. m. and at 7 p. m. 
no progress had been made. There were mild, ir- 
regular contractions of the thirty-second variety 
which did not complete the taking up of the cervix. 
There was a slight ooze alongside the bag in spite 
of increased weight being applied to it. The pa- 
tient was showing signs of fatigue, and the pulse 
had risen from 80 to 100. 

A second attempt to rupture the membranes was 
deemed advisable. A second bagging set was pre- 
pared. After removal of the first bag from the 
uterus, the membranes were again attacked. The 
sharp point of the scissors failed to go through, 
and in exerting the necessary pressure, the hemor- 
rhage became of alarming proportions. Fortu- 
nately the cervix was soft and readily responded 
to attempts at dilatation, and the membranes were 
finally ruptured by attacking them inside the 
uterus. The placenta was explored and found to 
be detached over a considerable area. The Brax- 
ton-Hicks procedure was immediately decided 
upon. A leg was easily found and pulled down 
through the cervix. Traction on the leg seemed 
to check the hemorrhage. While preparing to put 
a weight on the leg, it was noticed that the neces- 
sary traction was causing the baby to dilate the 
cervix. The descent continued until the buttocks 
were in the vagina when it was decided to deliver 
the baby immediately. The subsequent delivery was 
very easy, and the baby, who weighed 7 lb., cried 
at once. The placenta followed the baby before 
the cord could be cut. 

The cervix was inspected and found to be lac- 
erated in the median line anteriorly. The lacera- 
tion extended 1.0 cm. beyond the vaginal vault. 
This was brought together with a suture which 
passed through the vaginal mucosa, and the cervi- 
cal laceration was repaired. There was no other 
cervical laceration. On account of a slight but 
continuous ooze the uterus and vagina were packed 
with gauze. 

The husband had been found to be a compatible 
donor, and a transfusion of 500 cc. of blood was 
given by the Vincent method. This brought the 
pulse rate from 140 to 120. 
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Three hours after the delivery, the pack had 
shown no signs of staining, and the patient was 
returned to her room. Fifty minutes later the 
patient had a sudden severe pain in the lower 
abdomen and expelled a large amount of fluid 
blood. The pulse rose immediately to 150, and 
the patient again showed pallor and some shock. 

The diagnosis of rupture of the uterus was made, 
and the patient was immediately prepared for 
abdominal operation. On opening the abdomen 
a hematoma, the size of a hen’s egg, was found 
beneath the peritoneum and a little to the left 
and just above the cervix. Blood had also in- 
vaded the left broad ligament. The uterine muscle 
in the region of the placental site was friable and 
torn transversely. The peritoneum, however, was 
intact. The split above the cervix was successfully 
closed by the suture inserted at the time of the de- 
livery. A supravaginal hysterectomy was done; 
2000 cc. of glucose in saline and a 500 cc. transfu- 
sion of blood were given during the operation. 

The patient ran an uneventful convalescence, and 
both mother and baby were discharged well on 
the twentieth postpartum day. 


Comment. ‘This case presents several unusual 
features. It was the unusually tough membranes 
that started the train of events that ended in hys- 
terectomy. Rupture of membranes should always 
precede the insertion of a bag in placenta previa. 
The distention of the bag undoubtedly detached 
some of the placenta when the bag was filled and 
did not exert pressure properly against the pla- 
centa, as evidenced by the leaking while the bag 
was in place. 

It is also unusual for a bag to fail to start labor 
in eight hours in a case where the cervix is soft 
and patulous. With the lack of labor plus a rising 
pulse and leakage of blood, it seemed imperative 
to make endeavors which would bring on labor 
and correct the leakage, if possible. ) 

The cervix was so unusually soft and dilatable 
in this case that ordinary traction on the leg of 
the baby after the version caused it to dilate. In 
all probability the rupture of the cervix occurred 
when the head was forced through it by supra- 
pubic pressure, although this pressure did not seem 
excessive. 

The cause of the sudden severe pain in the 
lower abdomen four hours after delivery, followed 
by the large hemorrhage, is not clear, unless it 
marked the time when the subperitoneal hemor- 
rhage occurred. It is possible that a very strong 
contraction of the uterus, resulting from the irri- 
tation of the gauze pack, may have torn the lower 
uterine segment in the region of the placental site, 
and that this injured the larger blood vessels. The 
shredding of the placental site found at operation 
probably occurred when the head was forced 
through the cervix, and the contraction of the 
uterus later added further damage. 


‘ 
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Tue one hundred and fifty-seventh annual meet- 
ing of the Massachusetts Medical Society will be 
held at the Hotel Bradford, May 31, June 1 and 2. 

The Shattuck Lecture will be given on Tuesday, 
May 31, by Dr. David Riesman, emeritus professor 
of clinical medicine and professor of the history of 
medicine at the University of Pennsylvania School 
of Medicine. His subject will be “Superstitions, 
Cults and Neuroses.” 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts 
Medical Society in co-operation with the Massachusetts 
Department of Public Health, the United States Public 
Health Service and the Federal Children’s Bureau, have 
been arranged for the week beginning March 7: 


BARNSTABLE 


Sunday, March 13, at 4:00 p. m., at the Cape Cod 
Hospital, Hyannis. Subject: Recent Advances in 
the Diagnosis and Treatment of Heart Disease. 
Instructor: R. Earle Glendy. John I. B. Vail, 
Chairman. 


BERKSHIRE 


Thursday, March 10, at 4:30 p. m., at the House of 
Mercy Hospital, Pittsfield. Subject: Pneumococ- 
cus Pneumonia and Serum Therapy. Instruc- 
tor: Frederick T. Lord. Melvin H. Walker, Jr., 
Chairman. 


BRISTOL SOUTH (Fall River Section) 

Monday, March 7, at 4:30 p. m., at the Union Hos- 
pital, Fall River. Subject: Atelectasis in the 
Newborn. Instructor: Clement A. Smith. How- 
ard P. Sawyer and Robert H. Goodwin, Charr- 
men. 


ESSEX NORTH 


Friday, March 11, at 4:00 p. m., at the Lawrence 
General Hospital, Lawrence. Subject: Atelecta- 
sis in the Newborn. Instructor: Warren R. Sis- 
son. John Parr, Chairman. 


ESSEX SOUTH 


Tuesday, March 8, at 4:00 p. m., in the Nurses’ Home, 
Salem Hospital, Salem. Subject: Gonorrhea in 
the Male. Instructor: George C. Prather. Wal- 
ter G. Phippen, Chairman. 


FRANKLIN 


Wednesday, March 9, at 8:00 p. m., at the Franklin 
County Hospital, Greenfield. Subject: Differen- 
tial Diagnosis and Treatment of Scarlet Fever. 
Instructor: Edwin H. Place. Halbert G. Stetson, 
Chairman. 


HAMPDEN 


Thursday, March 10, at 4:00 p. m., at the Academy 
of Medicine, Professional Building, 20 Maple 
Street, Springfield, and at 8:00 p. m., in the Out- 
patient Department of the Skinner Clinic, Hol- 
yoke Hospital, Holyoke. Subject: Rheumatic 
Infection; Rheumatic Heart Disease. Instructor: 
T. Duckett Jones. George D. Henderson and 
George L. Schadt, Chairmen. 


Wednesday, March 9, at 4:15 p. m., in the Nurses’ 
Home, Cooley Dickinson Hospital, Northamp-. 
ton. Subject: Early Syphilis. Instructor: Rudolph 
Jacoby. Warren P. Cordes, Chairman. 


MIDDLESEX EAST 


Tuesday, March 8, at 4:00 p. m., at the Melrose Hos- 
pital, Melrose. Subject: Toxemias of Pregnancy. 
Instructor: John Rock. Joseph H. Fay, Chair- 
man. 


MIDDLESEX SOUTH 


Wednesday, March 9, at 4:00 p. m., at the Cambridge 
Municipal Hospital, Cambridge Street, Cam- 
bridge. Subject: Bleeding in the First Trimester 
of Pregnancy. Instructor: John Rock. Edmund 
H. Robbins, Chairman. 


NORFOLK 


Friday, March 11, at 8:30 p. m., at the Norwood Hos. 
pital, Norwood. Subject: Cesarean Section: 
Analgesia. Instructor: M. Fletcher Eades. Hugo 
B. C. Riemer, Chairman. 


PLYMOUTH 


Tuesday, March 8, at 4:00 p. m., in the Rosa Field 
Nurses’ Residence, Brockton Hospital (rear of 
hospital), Brockton. Subject: Complications in 
Obstetrics Illustrated by Case Histories. Instruc- 
tor: James C. Janney. Walter H. Pulsifer, Cha:r- 
man. 


WORCESTER (Milford Section) 


Thursday, March 10, at 8:30 p. m., in the Nurses’ 
Home, Milford Hospital, Milford. Subject: Acute 
Anterior Poliomyelitis — Its Diagnosis and Treat- 
ment. Instructor: R. Cannon Eley. Joseph Ash- 
kins, Chairman. 


DEATHS 


DAY —Cuarves Orin Day, M.D., of Boston, died Feb- 
ruary 23. He was in his fifty-ninth year. 

Born in Williamsburg, he graduated from Yale Univer. 
sity in 1903 and received his degree from the Harvard 
Medical School in 1907. He served internships at the 
Massachusetts General Hospital and at the Sloane Hospital 
for Women, New York City. Dr, Day had practiced in 
Hingham, where he was well known as an obstetrician, 
before coming to Boston as an ear, nose and throat spe- 
cialist. 

Among his afhhations were fellowships in the Ameri- 
can Medical Association and the Massachusetts Medical 
Society. He was consulting surgeon at the Boston Eye 
and Ear Infirmary, the Boston Lying-in Hospital, the 
Florence Crittenton League’s Hospital and the Brooks 
Hospital, Brookline. His clubs included the Harvard 
and Yale clubs of Boston. 

A sister, Mrs. Robert Keep, of Farmington, Connecticut, 
survives him. 


DEWING —Louis A. Dewinc, M.D., of 31 Avon 
Street, Cambridge, died February 21 at his home. He was 
in his sixty-sixth year. 

Born in California, he attended Harvard University 
in 1890 and 1891 and studied at Harvard Medical School 
in 1893 and 1894 before receiving his medical degree at 
the Medico-Chirurgical College of Pennsylvania. 


dl 


402 


Dr. Dewing was a fellow of the American Medical As- 
sociation and the Massachusetts Medical Society. 
His widow and a son survive him. 


LOWE —Frep M. Lowe, M.D., of 1354 Washington 
Street, Newton, died February 28. He was in_ his 
eightieth year. 

Dr. Lowe was born in Lawrence, Kansas, and was 
graduated from Yale University in 1882 and from the 
Harvard Medical School in 1885. 

For thirty years he was city physician of Newton prior 
to his retirement in 1935. He was a member of the New- 
ton Hospital staff from 1902 until the tme of his retire- 
ment. Dr. Lowe was a member of the American Medical 
Association and a fellow of the Massachusetts Medical 
Society. 

Two grandchildren in New York survive him. 


QUIMBY — Cuartes M. Quimpy, M.D., of 38 Pleasant 
Street, Gloucester, died February 25 at his ‘home. He was 
in his sixty-ninth year. 

A native of Hill, New Hampshire, he graduated from 
the Maryland Medical College in 1904. He served his 
internship at the Old Gloucester Hospital. 

Dr. Quimby was a fellow of the American Medical 
Association and the Massachusetts Medical Society. 

His widow, two sons, three daughters and two sisters 
survive him. 


MISCELLANY 


1938 AMERICAN MEDICAL ASSOCIATION 
MEETING — SAN FRANCISCO 


When San Francisco was selected as the host city for the 
1938 annual session of the American Medical Association, 
the profession of this Golden Gate metropolis promptly 
initiated plans for the comfort, pleasure and entertainment 
of all who come to that national meeting. A local execu- 
tive committee on arrangements composed of five mem- 
bers, with Dr. Howard Morrow as general chairman and 
Dr. Frederick C. Warnshuis as general secretary, and 
eighteen subcommittees have been busy since July in de- 
veloping plans and local arrangement details. Their ob- 
jectives are the biggest, best and most memorable annual 
session in the history of the American Medical Association. 

Atlantic City, Kansas City, Cleveland, Detroit, with their 
known facilities and attractions have been host cities in 
recent years, and have justified their selection as meeting 
places. However, and without disparagement, none of 
them possess the background, the setting, the resources, 
the history and romance, or the facilities that are found in 
San Francisco and in the great state of California — the 
Golden Bear Empire of the Pacific Coast. To reveal these, 
to extend California’s and San Francisco’s noted hospitality, 
and to cause those who plan to attend the 1938 session to 
experience ten days of profit and pleasure midst the en- 
virons of the annual meeting city, is the goal toward which 
the local profession is pointing. 

The Local Committee on Arrangements cordially in- 
vites the profession of the country to be San Francisco's 
guests this coming June. Decide now to attend the 1938 
American Medical Association meeting and plan accord- 
ingly. During the coming months an insight to some of 
the feature functions will be disclosed, but the final details 
and program of events will not be revealed until you ar- 
rive. You will long regret it if you fail to attend the com- 
ing national meeting. Talk it over tonight with the good 
wife and your professional associates, and join the party of 
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your state members that is coming to San Francisco — 
June 12 to 17, 1938. 


NEW ENGLAND OTO-LARYNGOLOGICAL 
SOCIETY 


The following were elected officers of the New Eng- 
land Oto-Laryngological Society at the annual meeting 
on Wednesday, February 16: president, Dr. William 
Goodell, of Springfield; vice-president, Dr. Charles D. 
Knowlton, of Boston; secretary-treasurer, Dr. Philip E. 
Meltzer, of Boston; executive committee, Dr. Frederick 
T. Hill, of Waterville, Maine, and Dr. Lyman Richards, 
of Boston. 

E. Mertrzer, M.D., 
Secretary-Treasurer. 


CORRESPONDENCE 
PRACTICE OF OPTOMETRY 


To the Editor: Enclosed is a transcript of the decision 
recently handed down by the Supreme Court of Mass- 
achusetts relative to certain aspects of the practice of 
optometry. I believe it will be of interest to readers of 


the Journal. 


STEPHEN RusHMore, M.D., Secretary, 
‘Board of Registration in Medicine. 
State House, 
Boston, Mass. 
* & 


RAYMOND McMURDO vy. JOHN R. GETTER et al. 
LUMMUS, J.: 


The Plaintiff, a duly registered optometrist, practicing in 
Spencer, brought this bill “for his own benefit, for the 
benefit of other optometrists, and for the benefit of the 
public” to restrain the Defendants, a firm of opticians in 
Worcester, not physicians or registered optometrists, from 
practicing optometry in competition with the Plaintiff and 
other optometrists without being registered under the 
statute. Neither duly registered optometrist practicing in 
Worcester was admitted as an intervening party Plaintiff. 
The case was reported to us on agreed facts without de- 
cision. 

No question is made of the right of the Plaintiff and 
the intervener to relief if the Defendants are practicing 
optometry illegally. 

The Defendants offer for public sale eyeglasses, includ- 
ing fraxnes and lenses desired, to correct defective vision, 
upon prescription by physicians and optometrists duly 
registered as practitioners in this Commonwealth. But 
almost all the prescriptions actually filled are those issued 
by a physician employed at a weekly salary by the De- 
fendants in their place of business. A customer who de- 
sires eyeglasses is taken to the physician who examines the 
eyes and prescribes eyeglasses if needed. Other em- 
ployees of the defendants assist the customers in selecting 
the shape and style of frames desired, grind and fit the 
lenses in accordance with the prescription of the physician 
and then adjust the finished eyeglasses to the eyes of the 
customer. 


We conclude that the physician is the servant of the 
Defendants, notwithstanding the fact that the Defendants 
actually exercise no control over “the mode, manner or 
result of the examination of the eyes of the customer, and 
the doctor is left free to exercise his own will and judg- 
ment and to use his own professional skill and methods in 
making such examination.” All questions of price and 
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business policy are determined by the Defendants. The 
customer pays nothing except a fixed price for the eye- 
glasses which is the same whether he brings in his own pre- 
scription or obtains one from the physician employed by 
the Defendants. That price is retained in whole by the 
Defendants. 


The Defendants contend that they are not practicing 
optometry illegally, although they are not registered 
optometrists and yet reap all the financial reward of a 
practice conducted by their servant who is a physician, and 
as such, entitled to practice optometry without registration. 


The statute (G. L. [Ter. Ed.] c. 112, pp. 66-73, as 
amended by St. 1934, c. 339, p. 2) defines the practice of 
optometry as “the employment of any method or means, 
other than the use of drugs for the diagnosis of any opti- 
cal defect, deficiency or deformity of the human eye, or 
visual or muscular anomaly of the visual system, or the 
adaptation or prescribing of lenses, prisms or ocular exer- 
cises for the correction, relief or aid of the visual func- 
tions.” (P. 66.) Before being registered as an optometrist, 
a person must possess certain educational qualifications 
and must pass an examination. (P. 66.) “Whoever, not 
being lawfuliy authorized to practice optometry, practices 
optometry, or holds himself out as a practitioner ot, or 
as being able to practice, optometry, . . . or violates any 
other provision of ” (pp. 66-73, inclusive), “or any rule or 
regulation made under authority thereof,” is punishable 
criminally. (P. 72a.) The restrictions of the statute “shall 
not apply to physicians and surgeons lawfully entitled to 
practice medicine in the Commonwealth,” nor to persons 
who merely fill prescriptions, or sell eyeglasses as mer- 
chandise from permanently located and established places 
of business without the purpose of correcting defective 
vision. (P. 73.) Two other exceptions are mentioned 
later in this opinion. See also St. 1937, c. 287, which 
takes effect on January 1, 1938. 

The Fourteenth Amendment to the Federal Constitution 
and Articles 1, 10, and 12 of the Declaration of Rights of 
the Constitution of this Commonwealth, protect every 
person in the enjoyment of his liberty and property. With- 
in those words is included the right to engage in any law- 
ful occupation, at least any not “affected with a public 
interest.” But that right, like many others, may be quali- 
fied or restricted under the police power, never precisely 
delimited, to take rational action for the protection of the 
public safety, health, morals, comfort and good order. 
Where the interests of the public might be endangered by 
the activities of incompetent or unreliable persons, one 
may be required to show his qualifications before en- 
gaging in any particular occupation and to obtain a li- 
cense attesting his skill and character. 

The requirement of license or permit engaging in prac- 
tice has been held constitutional as to physicians. 

Sometimes a statute has purported to require on the 
part of the proprietor of a business a license attesting skill 
in acts which he does not perform, but causes to be per- 
formed on his behalf by a duly qualified and licensed 
servant. In Louis K. Liggett Co. v. Baldridge, 278 U. S. 
105, a statute of Pennsylvania forbade a partnership or 
corporation to operate a pharmacy unless all the partners 
or stockholders were licensed pharmacists. It was held 
that the requirement of ownership by registered pharma- 
cists had no legitimate relation to the health or interests 
of the public, and that the statute deprived the corporation 
of its property without due process of law. Such instances 
are to be distinguished from those in which, for sufficient 
reason, a license has been required from the proprietor of 
a business, attesting his fitness to carry it on. 

A different rule has been applied to the learned profes- 
sions. These are characterized by the need of unusual 
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learning, the existence of confidential relations, the ad- 
herence to a standard of ethics higher than that of the 
market place, and in a profession like that of medicine 
by intimate and delicate personal ministration. Tradi- 
tionally, the learned professions were theology, law and 
medicine; but some other occupations have climbed, and 
sull others may climb, to the professional plane. Den- 
ustry, a branch of medicine, has done so within modern 
times. Professional men may be held to a higher ethical 
code, for example by the restriction of advertising, than 
men engaged in ordinary business. 


The rule is generally recognized that a licensed prac- 
titioner of a profession may not lawfully practice his pro- 
fession among the public as the servant of an unlicensed 
person or a corporation; and that, if he does so, the un- 
licensed person or corporation employing him, is guilty 
of practicing that profession without a license. A corpora- 
tion as such, cannot possess the personal qualities required 
of a practitioner of a profession. Its servants, though pro- 
fessionally trained and duly licensed to practice, owe their 
primary allegiance and obedience to their employer rather 
than to the clients or patients of their employer. The 
rule stated recognizes the necessity of immediate and un- 
broken relation between a professional man and those who 
engage his services. It was applied recently in this Com- 
monwealth in the case of lawyers. The judicial branch 
of government to which is entrusted the regulation of 
practice by attorneys at law, has never relaxed the rule. 
In the absence of statutory modification in favor of hos- 
pitals or others, the same rule applies to physicians and 
dentists. The position of a physician normally is not that 
of a servant of anyone. 

As to optometrists, there seems to be a conflict of authori- 
ty. Undoubtedly the fitting and sale of eyeglasses began 
as a trade and not as a profession. There is some support 
in decided cases for the proposition that it must remain a 
trade, in which an unlicensed person or a corporation may 
engage, provided the actual work is done by a skilled 
servant duly licensed. 

The consideration to the contrary seems to us more 
weighty. In recent years abnormalities of the eye, like 
those of the teeth, have been found sometimes, to indi- 
cate and often to result in serious impairment of general 
health. The work of an optometrist approaches, though 
it may not quite reach, ophthalmology. The learning and 
the ethical standards required for that work, and the trust 
and confidence reposed in optoretrists by those who em- 
ploy them, cannot be dismissed as negligible or as not 
transcending the requirements of an ordinary trade. We 
cannot pronounce arbitrary or irrational the placing of 
optometry on a professional basis. This conclusion finds 
support in other jurisdictions. 

Although the statute does not show an uncompromising 
determination to apply purely professional standards to 
optometrists, we think that they are in effect placed on a 
professional plane. A certificate of registration may be 
revoked for “unprofessional conduct” (p. 71), although 
the statute speaks of an “optometric practice in business.” 
The general principle is recognized that there should be 
direct professional relations between an optometrist and 
the members of the public who. engage his services. Sec. 
72 declares that “no optometric practice or business 

. shall be conducted under any name other than that 
of the optometrist or optometrists actually conducting such 
practice or business.” That provision, unless this case 
falls within some exception to it, makes illegal what was 
done in this case. It prohibits, as a general rule, the prac- 
tice of optometry by a layman or a corporation through 
servants, who are registered optometrists, The exceptions 
tend to show the existence of the general rule for if the 
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rule were not recognized, the exceptions need not have 
been expressed. One exception related to the continuance 
of an optometric practice by the unregistered spouse of 
a registered practitioner. (P. 73.) Another is that the 
statute shall not “prevent the employment by any person 
of a registered optometrist to be in charge of, or practice 
optometry in, an optical department conducted by such a 
person.” (P. 73.) The servant employed in this case did 
not come within the exception, for he was a physician, not 
a registered optometrist. It is true that a physician may 
practice optometry. (P. 73.) But when it comes to the 
practice of optometry as the servant of a layman or a 
corporation, the Legislature may rationally have thought 
that a physician who would accept employment in an 
optical department would not be likely to acquire a regis- 
tered optometrist. (P. 73.) We think that upon the 
agreed facts, that Defendants are practicing optometry 
without right. 

On the agreed facts there must be a decree restraining 
the Defendants, from practicing optometry, either person- 
ally or by any servant or employee, unless and until, and 
then only to the extent that, they shall become lawfully 
entitled to do so; with costs against them. 

Ordered accordingly. 


COMPULSORY SEROLOGIC TESTS 
BEFORE MARRIAGE 


To the Editor: In a debate held on the evening of Jan- 
uary 20 at Ford Hall between Dr. Stanley Osborn, health 
commissioner of Connecticut, and Dr. Nels Nelson, direc- 
tor of the Division of Communicable Diseases, Massachu- 
setts Department of Public Health, some statements were 
made by Dr. Nelson which are of a very serious nature. 
Since I am interested in House Bill 669, which deals with 


compulsory blood tests before marriage, I believe it is up_ 


to me to bring this matter into the open. 

It seems to me that Dr. Nelson has become obsessed in 
some way over the blood test. Dr. Nelson said that blood 
tests have no value in communicable diseases and that 
they run about 50 per cent efficient. He discussed at 
length the value of the various blood tests and said that 
blood tests were of no value until about four weeks after 
the primary lesions appeared. This before a body of doc- 
tors or laboratory men and technicians would be an ex- 
cellent discourse but not before the lay public. One lady 
representing an organization interested in social diseases 
spoke and said that she was upset and did not know just 
where she stood on this question. She had always be- 
lieved that blood tests were of paramount importance in 
discovering syphilis, but from what she heard from Dr. 
Nelson it looked as if they were of little value, for he 
said that some individuals would have a positive test and 
yet would not have syphilis and others with a negative 
test would have syphilis. He also said that some individ- 
uals contracting syphilis have no treatment of any kind 
and yet are unable to transmit the disease. 

I talked to about a dozen individuals who attended 
this meeting, and they seemed to be of the opinion that a 
blood test was not so important as they had thought, 
notwithstanding the fact that, after being called upon by 
Dr. Gilbert Smith, I said in part that Dr. Nelson did not 
intend to convey the opinion that blood tests were of no 
value and should be thrown overboard. They are of 
value. We have used them successfully and relied upon 
them since they were first brought out. When a report 
comes back positive I first check up on the symptoms pre- 
sented by the patient and have a test made at another 
laboratory; if the latter is positive, the patient is advised 
to start immediate treatment. 
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If Dr. Nelson could suggest a blood test that is more 
eficient than our present ones, his criticism would be 
quite all right; but as 1 know he has none, it is of the 
utmost importance that he curtail his remarks, at least 
before the lay public. 


H. M. Lanpesman, M.D. 
366 Commonwealth Avenue, 
Boston. 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 
February 7, 1938. 


A copy of Dr. Landesman’s letter was submitted to 
Dr. Nelson, whose reply follows: 


To the Editor: Dr. H. M. Landesman in a letter to the 
editor of the New England Journal of Medicine seeks to 
bring “into the open” a matter which is already so much 
in the open that it was a subject of public debate on the 
evening of January 20 at Ford Hall, and of review at a 
public hearing on January 27 before a joint legislative 
committee on public health. 

I did discuss blood tests for syphilis at Ford Hall 
and I did discuss blood tests for syphilis before the joint 
legislative committee in connection with this depart- 
ment’s objection to compulsory blood tests before mar- 
riage. Dr. Landesman’s report of my statements, how- 
ever, are so at variance with the facts that to review 
all his errors in reporting would consume too much 
valuable space. I refer Dr. Landesman to my various 
publications and to those of this department which have 
to do with the control of syphilis and which have ap- 
peared in the New England Journal of Medicine and 
elsewhere at relatively frequent intervals during the past 
ten years. I refer him particularly to the discussion of 
blood tests by Garfield and Nelson in the New England 
Journal of Medicine (209:1016-1017, 1933). I will also call 
his attention to the three or four reports of the United 
States Public Health Service which have appeared in the 
Journal of the American Medical Association, the Amernt- 
can Journal of Public Health and Venereal Disease In- 
formation and which are concerned with evaluations of 
serologic tests as performed in state and city laboratories. 

I do not claim to be a serologist, but I do claim to have 
u better understanding of the value of blood tests, by 
themselves, in the diagnosis and control of syphilis, than 
i am given credit for in Dr. Landesman’s report of my 
discussion of them. No one who knows anything about 
syphilis will deny the value of blood tests. On the other 
hand, neither will anyone who knows anything about 
syphilis close his eyes to the limitations of blood tests, 
alone, in the diagnosis of syphilis. 

What seriously concerns me is Dr. Landesman’s ap- 
parent belief that people should be compelled to have 
blood tests before marriage but should not be informed 
at all as to the significance of blood tests. One reason, 
among many, for our opposition to compulsory blood 
tests is that a blood test law would tend to support the 
public in its erroneous belief that a negative blood test 
rules out infection with syphilis and that a positive bland 
test indicates communicable syphilis. 

The Illinois law is a perfect example of the foolish ac- 
tion which may be taken as the result of misunderstand- 
ing of this point. The American public has just recently 
discovered that syphilis is a prevalent disease and a men- 
ace to public health. The people have, furthermore, 
been put under terrific pressure to do something for the 
control of syphilis. Unfortunately, action too often finds 
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expression in compulsory laws. Action of this sort is 
bound to be ill advised when it is stimulated almost 
wholly by emotion rather than by any sound knowledge of 
the problem. 

If the American people are to understand syphilis, it is 
inconceivable that they should be kept in the dark 
concerning the nature, significance and limitations of blood 
tests for syphilis. Blood tests are negative throughout the 
entire incubation period of syphilis. They may be nega- 
tive for from three to four days to as long as three weeks 
or more, after the appearance of the primary lesion. They 
may be negative after a little, but entirely inadequate, 
treatment. They may remain forever positive in those 
who have had adequate treatment, and they have no sig: 
nificance whatsoever in terms of the communicability of 
syphilis. 

Patients with communicable syphilis may have nega- 
tive blood tests and should not be permitted to marry. 
Many patients with positive blood tests have non-commu- 
nicable syphilis and, under proper conditions, should be 
permitted to marry. Nothing less than a truthful history, 
a full and competent physical examination, plus whatever 
evidence may be had from blood tests performed in a 
reliable laboratory, will suffice to rule out communicable 
syphilis. 

Blood-test-before-marriage laws imply that the public 
may rest secure on the evidence offered by the blood test 
alone. Although the Wassermann Laboratory of this de- 
partment performs a test which stood at the top in the 
recent evaluation of blood tests (over 90 per cent sensitive 
and 100 per cent specific), many laboratories fail to de- 
tect syphilis in from 40 to 50 per cent of the cases. There 
are hundreds of laboratories in this country performing 
blood tests which have never been evaluated by anybody. 

I repeat, that if the public is to be compelled to have 
blood tests performed before marriage, the public should 
fully understand the nature, significance and limitations 
of blood tests. 


N. A. Netson, M.D., Director, 
Division of Genitoinfectious Diseases. 


Massachusetts Department of Public Health, 
State House, Boston. 


BUT IT CAN HAPPEN AGAIN! 


To the Editor: While doing an “exploratory” of the 
supraclavicular regions of a grandchild’s big doll, born 
in a New England shop at least seventy-five years ago, | 
came upon the lower corners of two pages of some Bos- 
ton newspaper published about the first of November, 
1862, which had been used as part of the stuffing of the 
pseudolady’s body. The yellowed and _ closely-printed 
paper, although not over two square feet in size area in- 
cluding both sides, bore at least eight or nine medicine 
advertisements, 

I read these with interest sufficient to assure me that 
members of the profession, if not others, in Massachusetts 
and elsewhere might also read them with average mental 
satisfaction. The thought that the very large majority of 
the Journal’s readers cannot recall the time when state- 
ments as false as those contained in these advertisements 
were unforbidden by custom or any law confirmed my 
intention. The few readers who do remember these fea- 
tures of the “peaceful” and easy horse-and-buggy days per- 
haps will get out of them enough of amusement and of 
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psychological gratification to warrant their reproduction 
in the Journal. They certainly contain humor, and there 
is minor evidence in concrete form of how greatly the art 
and science of medicine have advanced even in a genera- 
tion or two. The sixties, if I mistake not, exhibited the 
extreme development of the characteristically American 
habits of “hustle” and of raucous competition; begun long 
before the Civil War, this type of advertising was ended 
only by the might of well-enforced law and an awakened 
common conscience—or shame. Here are some of the 
advertisements, verbatim: 


DR. BIRMINGHAM, 
NATIVE INDIAN PHYSICIAN, 
OFFICE, 63 CAMBRIDGE ST., BOSTON, 
Corner Chambers street.) 
MONDAYS, TUESDAYS and WEDNESDAYS, from 9 A.M. 
Store open from 8 A.M. to 6 P.M. 
A BALM FOR EVERY WOUND. 

Dr. B. warrants his medicine to operate as may be necessary, and not 
delitate the system, and at the same time to give a healthy tone to the 
digestive organs, and regulate the nervous system. This medicine has not 
been compounded from any new discovery, but from a knowledge of the 
Indian method as practised for many centuries, and a practical evidence 
of physical anatomy, which enables the Doctor to prescribe in safety in all 
eases. 


to 2 P.M. 


Dr. B. has medicines which he not only prescribes in all chronic diseases, 
but which he warrants will effect a cure when hope has departed. The 
Doctor's extraordinary natural powers to make an accurate examination 
of any disease to which human flesh is heir, has astonished thousands 
in this city and elsewhere, and he fee!s assured that those who entrust them- 
selves to his care will not have cause to regret it. Examinations gratis 
every day in the week excepting Thursday, Friday and Saturday, when 
he may be found at his residence, on Tanner street, junction of Ayres 
New City and Lowell E. R., Lowell. 


DR. WILLIAM CLARK'S 
IMPROVED 
ANTI-SCROFULA PANACEA 


Cures Fever and Ague, Jaundice, Rheumatism, Pulmonary Affections, and 
Scrofula and Humors. The GENUINE manufacture ONLY by 


FRANKLIN PUTNAM, 
No. 4 Newbury place. 


DR. TOBIAS’ VENETIAN LINIMENT. 


An instantaneous remedy for chronic rheumatism, headache, toothache, 
croup, colic, quinsey, sore throat, and pains in any part of the body. 
Try a bottle and be convinced. Remember this article is a success, not 
an experiment — for 14 years it has been tested. Every one who uses it 
recommends it. No medicine ever had such a reputation as this; silently 
it has worked its way before the public, and all are loud in its praise. 

“Chronic rheumatism."’ Thousands who laid for weeks on a bed of agony, 
and never walked without the aid of crutches with this complaint, can 
testify to the magical effects of this liniment. They are cured, and proclaim 
its virtues throughout the land. Remember relief is certain, and a positive 
cure is sure to follow. Headache of all kinds we warrant to cure. Putrid 
sore throat, quinsey and diphtheria are robbed of their terrors by a timely 

use of the Venetian Liniment. It has saved hundreds the past three 
months. 

Price 25 and 50 cents a bottle. 
Sold by all Druggists. 
Marshall street, Boston. 


Depot No. 56 Cortlandt street, New York. 
Wholesale by GEO. C. GOODWIN & CO., 11 & 12 


FACTS FOR SOLDIERS 
Throughout the Indian and Crimean Campaigns, the only medicines 
which proved themselves able to cure the worst cases of Dysentery, Scurvy 
and Fever, were HOLLOWAY’'S PILLS and OINTMENT. Therefore, let 
every Volunteer see that he is supplied with them. Only 25 cents per pot 
or box. 


VICTIMS OF CATARRH, 


Will please bear in mind that Dr. Wadsworth's celebrated DRY UP will 
cure them of that ones after all the extravagantly vaunted nostrums 
have failed, though the case be = ver so bad. For sale by M. S. BURR 
& CO., and G. C. GOODWIN & 

Also by the Proprietor, H. i SURRINGTON, Providence, R. I. 


If FALLS ALIKE TO THE JUST AS WELL AS THE UNJUST — The 
scourge of Monthly Sufferings, so common to Females, remains as mysterious 
in the works of the Creator. No direct relief has been found for it, until 
the application of Hunnewell's Cold Anodyne, which has given astonishing 
relief in all cases, while Nature's end is not disturbed. To those who dread 
the periods of so much suffering, the nervous system sympathises, a wreck 
follows, and all the weakness and debility so common to women, date 
from it. For all nervous and spasmodic complaints the anodyne is truly 
and should be every family. 

cases of Throat and Lung Complaints, \et 


Also HUNNEWELL'S 
U NIVERSAL COUGH REMEDY have the confidence of all, 


and to test the 
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real theory, that such are only curable, by the simple form by which this 
IS prepared. 

Also, Dyspepsia Billiousness, Indigestion, &c., &c.. are perfectly cured 
by Hunnewell’s Eclectic Pills, which are a perfect type of the true Cathartuc. 
JOHN L. HUNNEWELL, Proprietor, Boston, Mass. 

For sale by all Wholesale and Retail Dealers in city and country. 


NERVOUS DEBILITY and all Sexual Diseases, a new and positive CURE, 
the genuineness of which is vouched for by the best papers in the country. 
No fees EVER required. Send stamps to box 1647, Boston, Mass. 


Points of relative interest should be noted: “warranted 
to operate ‘as may be necessary”; “delitate”; “not been 
compounded from any new discovery”; “the Indian meth- 
od” (how long a way from science!); “a practical evi- 
dence of physical anatomy”; “accurate examination * * * 
gratis”; “panacea”; “scrofula”; “humors”; “croup”; 
“no medicine ever had such a reputation as this”; “magical 
effects of this liniment’”; “remember relief is certain”; “a 
positive cure is sure to follow”; “diphtheria is robbed of 
its terrors by a timely use of Venetian Liniment”; the 
false appeal to Civil War volunteers to buy Holloway’s 
pills and ointment (how the wives and mothers insisted 
on this!); “celebrated Dry Up”; “scourge of monthly 
suffering remains as mysterious in the works of the 
Creator”; “Eclectic Pills, perfect type of the true cath- 
artic.” To not a very few only of the readers, especially 
residents of Boston, some of the “doctors’” names and ad- 
dresses may have additional interest— it is only a little 
way back to 1862. 

Medical “truth is marching on!” 
gullible? 


But, Is man less 


G. V. N. Dearsorn, M.D. 


387 Wyoming Avenue, 
Maplewood, New Jersey. 


REPORTS OF MEETINGS 
BOSTON TUBERCULOSIS ASSOCIATION 


At the annual meeting of the Boston Tuberculosis 
Association, February 15, the following officers, execu- 
tive committee and council of the Association were elected 
for the year: —president, John B. Hawes, 2nd, M.D.; 
vice-president, Reginald Fitz, M.D.; treasurer, George 
S. Mumford; clerk, Alexander Wheeler; executive com- 
mittee, Lloyd T. Brown, M.D., Richard Ehrlich, Reginald 
Fitz, M.D., Cleaveland Floyd, M.D., Miss Sarah A. Hyams, 
Mrs. Elliott P. Joslin, Honorable John V. Mahoney, Henry 
C. McKenna, Everett Morss, Jr., George S. Mumford, 
Miss Julia C. Prendergast, Miss Lilian V. Robinson, 
Alexander Wheeler and Nathaniel K. Wood, M.D.; coun- 
cil, Mrs. Carlton Allard, Mrs. William H. Ames, Theodore 
L. Badger, M.D., Reverend Robert P. Barry, Henry D. 
Chadwick, M.D., Edward D. Churchill, M.D., Mrs. Nor- 
man R. Doyle, Adolph Ehrlich, Mrs. Gardiner H. Fiske, 
Justin F. Grant, M.D., Reverend Dana Greeley, John B. 
Hall, M.D., Mrs. John D. Henry, Mrs. Paul Hubbard, 
Governor Charles F. Hurley, James A. Keenan, M.D., 
Fred M. Kennison, M.D., Donald S. King, M.D., Rev- 
erend Arthur L. Kinsolving, Mrs. Edward Leete, Miss 
Elizabeth Carter Leland, Rabbi Harry Levi, Harry Linen- 
thal, M.D., Frederick T. Lord, M.D., Honorable Freder- 
ick W. Mansfield, T. E. A. McCurdy, M.D., Leroy Miner, 
M.D., D.M.D., George R. Minot, M.D., Horace Morison, 
George S. Mumford, Jr., Harlan F. Newton, M.D., Miss 
Caroline E. Nutter, William Cardinal O'Connell, George 
T. O'Donnell, M.D., Mrs. Robert W. Oliver, Richard H. 
Overholt, M.D., Mrs. George W. Perkins, Alton S. Pope, 
M.D., Reverend Richard J. Quinlan, Abraham C. 
Ratshesky, William H. Robey, M.D., Mrs. E. Pakenham 
Ruggles, Samuel R. Ruggles, Henry L. Shattuck, Edmund 
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H. Talbot, Honorable Maurice J. Tobin, Mrs. Thomas 
F. Tully, Professor Clair E. Turner, H. F. R. Watts, M.D., 
and Raymond §S. Wilkins. 


BROOKFIELD MEDICAL CLUB 


The Brookfield Medical Club held its 557th meeting 
at Ye Olde Tavern, West Brookfield, on February 16, 
with Dr. Joseph Slowick, of Palmer, as host. Dr. James 
Kilburn, of Springfield, delivered the address of the after- 
noon on the subject of “Malignant Tumors of the Kid- 
ney.” At this meeting a larger number of members at- 
tended than at any other regular meeting in the history of 
the club, 28 out of 36 members being present. Dr. Raoul 
J. LeBeau, of Spencer, was elected to membership at this 
meeting. 

The March meeting will be held at the Phoenix 
Restaurant, Ware, on March 16, with Dr. Tracy L. Rober- 
son, host, and Dr. George L. Schadt, of Springfield, as 
speaker; the latter’s subject will be “Modern Laboratory 
Technic for the Practicing Physician.” 


J. R. Fowrer, M.D., Secretary. 


GREATER BOSTON MEDICAL SOCIETY 


The Greater Boston Medical Society met February | 
in the auditorium of the Beth Israel Hospital, Boston. 
The chairman was Dr. Kermit C. Rosen, and the speaker 
Dr. Charles Geschickter, of Baltimore. His subject was 
“Diagnosis and Treatment of Neoplasms of the Breast.” 
The material presented came from the cases of the Johns 
Hopkins Hospital. 

In the benign group there were 2021 cases. Of these 75 
were cases of benign hypertrophy. This lesion is funda- 
mentally an overgrowth of fibrous tissue — peculiarly 
abundant in the human breast. The commonest period 
of manifestation of this condition is at puberty, although 
occasional cases appear after the first child is born. The 
condition is not precancerous. Its greatest harm is the 
mental effect on the patient. Since plastic operations are 
usually unsatisfactory, the operation, if performed, should 
be mastectomy. Estrin therapy is unsatisfactory and 
usually aggravates the condition. 

Chronic cystic mastitis yielded 1129 cases, which were 
divided into three groups: mazoplasia (painful breast), 
387 cases; adenosis, 172 cases; and cystic disease, 570 
cases. In all its forms it is an endocrine disturbance. 

Mazoplasia appears early in life, the usual age being 30 
years. The patients are single or married, but sterile. The 
menstrual cycles are normal. The breasts may be painful 
throughout the cycle. Examination reveals a firm upper 
outer quadrant to the breast. The breast becomes re- 
duced in size after the menstrual period. Good therapeutic 
results are obtained with estrin and with assurance. 

Adenosis, or Schimmelbusch’s disease, is found most 
commonly in women between 38 and 42 years of age. They 
are of the nervous type, the thyroid is frequently palpable, 
and the menstrual cycle is short, lasting from 24 to 26 
days. The lesions are frequently bilateral. There is a 
nodular or shotty feel in the upper outer quadrant and 
about the periphery of the breast. There may be cysts, 
which as a rule are small. Microscopically there is an 
overgrowth of fibrous tissue and glands. The latter 
situation is at times mistaken for cancer. Evidence does 
not indicate :that chronic. cystic mastitis is a precancerous 
lesion. 


Cystic disease is the third form of chronic cystic mas- 
titis. It appears most commonly at the time of the meno- 


Vol. 218 No. 9 


pause. It is an involutional change, and although the 
disease may start with a solitary cyst, other cysts may de- 
velop in the same or contralateral breast. The cyst has a 
smooth, spherical outline and transmits light. The con- 
tent of the cyst, which is frequently called “blue-domed,” 
is a light milky fluid. If the diagnosis is uncertain, ex- 
ploration should be done. Otherwise the cysts should be 
aspirated and endocrine therapy carried out. 

There were 610 cases of fibroadenoma—a benign tu- 
mor. The average age at which women present them- 
selves with this lesion is 25 years. The average duration 
of symptoms is from 3 to 5 years. Examination reveals 
a well-developed breast. The tumor is solitary, dense 
and has a lobulated surface. There is no dimpling of 
skin or atrophy of overlying fat. Histologically the tu- 
mor represents an overgrowth of connective tissue with 
hypertrophy of the ducts. The tumor may double its size 
during pregnancy. Rarely the tumor may become malig- 
nant, particularly at the menopause. It should be re- 
moved surgically at the time of diagnosis. 

There were 182 cases of benign intracystic papilloma 
in the series. This is a tumor arising from embryonic 
. rests; it is found near the nipple and becomes manifest at 
the menopause. The outstanding symptom is bloody 
discharge trom the nipple. At times this tumor may be 
transformed into a carcinoma. Should this occur, the de- 
gree of malignancy is low-grade. Operative intervention 
for benign intracystic papilloma should be postponed till 
the tumor becomes palpable; in the interim the patient is 
watched very closely. 


In the carcinoma group there were 2700 cases, of which 
2100 have been classified. These are divided into three 
groups. The first group consists of half the cases. This 
is the scirrhous carcinoma, or carcinoma simplex. Most 
of the cases appear between 40 and 50 years of age. The 
characteristic features are: it is solitary; it appears very 
near the examining finger because of the atrophy of the 
overlying fat; its consistence is hard; its shape irregular; 
and it is fixed to neighboring structures, as the skin. 
Fifty per cent of the cases in this group had axillary- 
lymph-node metastases at the time of treatment. The 
average duration of symptoms was from 6 to 12 months. 
There were 5-year survivals in 29 per cent of the cases. 
As a group, it is a situation which needs considerable 
improvement. 


One quarter of the carcinoma, group was made up of 
papillary carcinomas. This is the most favorable type of 
cancer, and has 60 per cent 5-year survivals. In the re- 
maining quarter the prognosis is very poor; these cases 
chiefly consist of local recurrences following operation 
and of huge tumors involving the whole breast. 


Dr. Reuben Davidoff opened the discussion, stressing 
the need for therapeutic improvement. He suggested ra- 
diation as a possible answer to the problem. Dr. Harry 
Friedman presented photomicrographs revealing the ef- 
fect of x-ray irradiation on 2 cases of carcinoma of the 
breast. An increase in fibrous tissue was a prominent 
feature. Dr. Max Ritvo presented slides of soft-tissue 
roentgenograms revealing the outlines of breast tumors. 
He suggested castration in cases of carcinoma as a preven- 
tive of pregnancy in order to prevent increased growth 
imparted to the tumor by this state. He also advised 
x-ray irradiation to the supraclavicular area and axilla 
after radical operation. Dr. Carl Bearse stressed the im- 
portance of early treatment of mammary carcinoma. 

In closing the discussion, Dr. Geschickter stated that 
in the last two decades the 5-year survivals at the Johns 
Hopkins Hospital have increased 5 per cent. 
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NOTICES 
REMOVAL 


S. J. Atpman, M.D., announces the removal of his of- 
fice to 611 River Street, Mattapan. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


Medical Pathologist (Research), $3,800 a Year 
Associate Medical Pathologist (Research), $3,200 a Year 


Applications must be on file with the United States 
Civil Service Commission at Washington, D. C., not later 
than March 21. 


Applicants must have been graduated from a medical 
school of recognized (class A) standing with the degree 
of M.D. and must have served one year of internship, or 
they must have been graduated from a medical school of 
recognized standing which requires the completion of 
one-year internship (5-year schools) before granting the 
degree of M.D. 

Applicants for the position of medical pathologist (re- 
search) must have been graduated subsequent to Decem- 
ber 31, 1916, and applicants for the position of associate 
medical pathologist (research) must have been graduated 
subsequent to December 31, 1929. 

Applicants for the position of medical pathologist (re- 
search) must have had at least three years, and applicants 
for the position of associate medical pathologist (research) 
must have had at least 18 months, of postgraduate study 
in pathologic anatomy and histology in an institution or 
department offering regular postgraduate courses in path- 
ology, or postgraduate experience in pathologic anatomy 
and histology, or a combination of the postgraduate study 
and experience. At least one year of the postgraduate 
study or experience must have been obtained within the 
five years immediately preceding the date of the close of 
receipt of applications. 


BOSTON CITY HOSPITAL 


The monthly conference of clinical pathology will be 
held at the Boston City Hospital on Wednesday, March 9, 
at 12 o’clock noon, in the pathological amphitheater. 


Josepu Harutsey, M.D., Secretary, 
Medical Staff. 


JOINT MEETING OF THE SUFFOLK 
DISTRICT MEDICAL SOCIETY AND THE 
OBSTETRICAL SOCIETY OF BOSTON 


There will be a joint meeting of the Suffolk District 
Medical Society and the Obstetrical Society of Boston on 
Tuesday, March 15, at 8:15 p. m., at the Boston Medical 
Library, 8 Fenway. 

Dr. James M. Faulkner will speak on “Heart Disease 
in Pregnancy” which will be discussed by Drs. Frederick 
C. Irving, Burton E. Hamilton, Benjamin Tenney, Jr., and 
W. Richard Ohler. 


Joun P. Monks, M.D., Secretary, 
Suffolk District Medical Society. 


Gerorce V. S. SmirH, M.D., Secretary, 
Obstetrical Society of Boston. 
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THE GUILD OF ST. LUKE 


The regular meeting of the Guild of St. Luke will be 
held at the Boston Medical Library, 8 Fenway, on Mon- 
day evening, March 7, at 8:15. 

Dr. Morris Fishbein, editor of the Journal of the Amer- 
ican Medical Association, will speak on “Medicine and the 
National Policy.” Collation will follow. 


D. L. Lyncn, M.D., Secretary. 


SOUTH END MEDICAL CLUB 


The next regular meeting of the South End Medical 
Club will be held at the headquarters of the Boston Tuber- 
culosis Association, 554 Columbus Avenue, Boston, on 
Tuesday, March 15, at 12 o'clock noon. 

Dr. Chester M. Jones of the Massachusetts General Hos- 
pital will speak on “Diagnostic Aspects of Pain Referred 
from the Digestive Tract.” 

All physicians are cordially invited to attend. 

Joun B. Harr, M.D., Secretary. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society will 
be held in the Peter Bent Brigham Hospital amphitheater 
(Shattuck Street entrance), Tuesday, March 8, at 8:15 p. m. 


PROGRAM 

Presentation of Cases. 

Exchanges between Cells and Interstitial Fluid. Dr. John 
P. Peters, New Haven, Connecticut. 


Medical students and physicians are cordially invited to 


attend. 
MarsHatt N. Futton, M.D., Secretary. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistrIcT FOR THE WEEK BEGINNING 
Monpay, Marcu 7 


Monpay, 7 
*4 p.m. Physicians and medical students are cordially invited to attend 
a clinic presented by the medical, surgical and orthopedic services 
of the Infants’ and Children’s hospitals, in the amphitheater of the 
Children's Hospital. 
*12 m. Boston University Medical Society, Evans Memorial auditorium, 
78 East Concord Street, Boston. 


8:15 p. m. The Guild of St. Luke. Boston Medical Library. 


Turspay, Marcu 8 
*9-10 a. m. Boston Dispensary. Phlebitis. 
*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 


*8:15 p. m. Harvard Medical Society. Peter Bent Brigham Hospital 
amphitheater (Shattuck Street entrance). 


Dr. Edward A. Edwards. 


Wepnespay, Marcu 9 
*9-10 a. m. Boston Dispensary. 
Thannhauser, 
*12 m.  Clinicopathological conference. 
theater 
12 Boston City Hospital. 
Pathological amphitheater. 


Hospital case presentation. Dr. S. J. 


Children’s Hospital Amphi- 


Conference on clinical path-logy. 


Tuurspay, Marcu 10 


New England Hospital Association, Hotel ‘st atler, Boston, 

8:30-9:30 a. m. Exchange visit, surgical and orthopedic statls of the 
Peter Bent Brigham and Children’s hospitals, held this week at 
the Peter Bent Brigham Hospital. 

*9-10 a. m. Boston Dispensary. Social 
Mrs. H. B. Hooker and Miss F. Grundy. 


Service Case Presentation. 
Fripay, Marcu 
New England Hospital Association, Hotel Statler, Boston. 


*9-10 a. m. Boston Dispensary. Some of the Newer Aspects of Collapse 
Treatment of Pulmonary Tuberculosis. Dr. Richard H. Overholt. 


"10 a. m.- 12:30 p. m. Tumor clinic. Boston Dispensary. 
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Sarurpay, Marcu 12 
New England Hospital Association, Hotel Statler, Boston. 


*9-10 a. m. — Dispensary. Hospital case presentation. Dr. S. J. 
Thannhause 
"10 a -12 m. Staff rounds at the Peter Bent Brigham Hospital. 


Codbieud by Dr. Henry A. Christian. 


Sunpay, Marcn 13 
4 p. m. Illustrated, public, health lecture, Faulkner Hospital audi- 
toriu.a. Diets and Vitamins in the Preservation of Health. Dr. 
Maurice B. Strauss. 
m. Free public lecture. Harvard Medical _ amphitheater 
* Building D. Nervous Fatigue. Dr. Merrill Moo 


*Open to the medical profession. 


Marcu 3 — George Washington Gay Lecture, Tufts College Medical School, 


Maxcu 3 — Faulkner Hospital. Clinicopathological conference, 5 p. m. 
Marcu 7 — The Guild of St. Luke. Notice above. 


Marcu 7 — Boston University Medical Society. Page 368, issue of Feb- 
ruary 24. 


Marcu 8 — Harvard Medical Society. 

Marcu 9 — Boston City Hospital. 
Page 407. 

Marcu 10 — Pentucket of Physicians. 
Street, “Haverhill, 8:30 p 

Marcu 10, 11, he England Hospital Association. 
of January 6. 

Marcu 15 — South End Medical Club. Notice above. 

Marcu 16 — Brookfie!d Medical Club. Page 406. 


Marcn 21 — Boston Medical History Club. 8:15 p. m., Boston Medical 
Library. 


March 28 - Aprit 1 — Postgraduate Institute of the Philadelphia County 
Medical Society. Page 282, issue of February 10. 


Aprit. 5-— Greater Boston Medical Society. 
Beth Israel Hospital, Boston. 

ag 4-8— The American College of Physicians. 
July 1. 

me, 26 — New England Society of Psychiatry. Page 322, issue of Feb- 
ruary 17. 


May 31, June 1 and 2— Annual meeting of the Massachusetts Medical 
Society. Hotel Bradford, Boston. 


JUNE a ae Medical Association. San Francisco. 


June 13, ser 8 and Novemser 15 — American Board of Ophthal- 
mology. Page re 282, issue of February 10. 


Ocroser 17-21 — Clinical Congress of the American College of Surgeons, 
New York City. 


Notice above. 
Conference on Clinical Pathology. 


Hotel Bartlett, 95 Main 


Page 51, issue 


8:30 p. m., auditorium of 


Page 41, issue of 


District Mepicat SocIeTIEs 


BRISTOL SOUTH 
May 5—5 p. m., New Bedford. 


ESSEX SOUTH 


Apri 6 —~ Gloucester Hospital, Gloucester. Clinic at 5 p. m. Dinner 
at 7 p.m. Speaker and subject to be announced. 


May 5 — Censors meet at Salem Hospital, 3:30 p. m. 


May 11 — Annual meeting, Salem mene 4 Club, Peabody. 


Dinner at 
7 p.m. Speaker and subject to be announc 


FRANKLIN 

Meetings will be held at the Franklin oY Hospital, Greenfield, at 
ll a. m. the second Tuesdays of March and May 
HAMPDEN 

Meetings will be held on the fourth Tuesday in April and July. 


MIDDLESEX EAST 


Meetings will be he!d at the Bear Hill Golf Club, Stoneham, at 12:15 p. m. 
on March 16, and May 11. 


MIDDLESEX NORTH 
Meeting will be held at the Vesper Country Club, Lowell, on April 27. 


NORFOLK DISTRICT 
Marcu 29-—Hotel Kenmore. 8:15 m. 
but to be related to diseases of the iter. 
May — Annual meeting. 


The censors meet on the first Thursdays of May and November in each 
year. 


Subject to be announced 
Dr. Albert A. Hornor. 


NORFOLK SOUTH 
Meetings held at 12 noon. 
Marcu 3 — Norfolk County Hospital, South Braintree. 
Apri 7 —- At the Quincy City Hospital. 
May 5 —- Annual meeting. 


4 p.m. 
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PLYMOUTH 
Meetings will be held at Il a. m. on March 17, April 21, May 19 and 
July 21, 
SUFFOLK 
Marcu 15 — Joint meeting with Boston Obstetrical Society. Page 407. 


WORCESTER 

At the following meetings, cxcept the annual meeting, dinner will be 
at 6:15, to be followed by business session and scientific program. 

Marcu 9 — Memorial Hospital, Worcester. 

Aprit 13 — Hahnemann Hospital, Worcester. 


May 11 — Afternoon and evening, annual meeting. Place and schedule 
of program to be announced. 


BOOK REVIEWS 


Chemistry of the Brain. Irvine H. Page. 444 pp. Spring- 
field and Baltimore: Charles C Thomas, 1937. $7.50. 


The study of the chemistry of the brain is of fairly re- 
cent origin and, as Dr. Page points out in his introduc- 
tory chapter, the founder of this branch of medicine, 
J. L. W. Thudichum, did his work in the last half of the 
nineteenth century. A man of wide culture, living in 
London, Thudichum’s report for the Privy Council has 
only recently been re-read and evaluated. He was able to 
determine the structure of many substances in the brain 
and his classical work, Chemical Constitution of the Brain 
(1884), was the only monograph on the subject, up to his 
time, of any importance. 

Dr. Page has carried on this work, so ably begun by 
Thudichum and more recently promulgated by the chemi- 
cal division of the Kaiser Wilhelm Institute in Munich, at 
the Rockefeller Institute for Medical Research in New York 
City. The author of this monograph not only includes 
what is ordinarily considered the chemistry of the brain 
substance, but has extended his study to the chemistry of 
the blood as it enters and leaves the skull, of the cerebro- 
spinal fluid, of brain dysfunction and also of tissue cul- 
ture. The book brings together a widely scattered litera- 
ture in a form which is easy to refer to, for the text is 
particularly well set up and the immediate references are 
found as footnotes, Although the book cannot be com- 
pletely analyzed in this review, a list of the chapters will 
indicate its scope: “Sterols,” “Phosphatides,” “Fatty Acid 
Metabolism,” “Nitrogenous Metabolism,” “Electrolytes 
and Gases,” “Enzymes of the Brain,” “Diet, Vitamins and 
Degeneration of the Nervous System.” Each of these sec- 
tions and others are carefully reviewed. The book closes 
with an interesting philosophic chapter on “The Brain and 
Thought.” This monograph supplants all previous works 
in this highly technical field. Its publication forms an 
epoch in brain chemistry. 

In addition to the contents of this book, one notes with 
pleasure the easy reading page, the excellent charts and 
diagrams, the light-weight paper, and other features of 
bookmaking, which serve to classify this volume at the 
very top of recent scientific publications. 


Twenty-Five Years of Health Progress: A study of the 
mortality experience among the industrial policy- 
holders of the Metropolitan Life Insurance Company 
1911 to 1935. Louis I. Dublin and Alfred J. Lotka. 
611 pp. New York: Metropolitan Life Insurance 
Company, 1937. 


Most valuable source material has been made available 
by the Metropolitan Life Insurance Company in this vol- 
ume. The authors state in the preface: ‘The body of facts 
given here may serve as a guide to the formulation of a 
working program; the data will reveal the best points of 
attack and make possible the concentration of effort where 
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it will yield the most good. Throughout the volume are 
indications of what yet remains to be accomplished in the 
prevention of sickness and premature death. To this end 
investigators interested in extending the boundaries of 
medical knowledge will find in the pages which follow 
many suggestions for further research.” 

The book should be of great value to individuals study- 
ing the trends of disease. In doing this, however, one 
should bear in mind that the group studied is not a 
cross-section of the American populace. It differs con- 
siderably in economic status, in age and sex distribution, 
in color and in occupation. To the individual who keeps 
these facts in mind, this book offers most excellent source 
material, and the reputation of its authors is such that 
it may be used with no reservations aside from those 
mentioned above. 

This volume covers general mortality from all causes, 
trend of longevity through a quarter of a century, the 
principal communicable diseases of childhood, tuberculo- 
sis, influenza and pneumonia, cancer, principal cardio- 
vascular-renal diseases, diabetes mellitus, diseases of the 
puerperal state, typhoid fever, acute poliomyelitis, syphilis, 
acute rheumatic fever, exophthalmic goiter, pernicious 
anemia, ulcer of the stomach and duodenum, diarrhea 
and enteritis, appendicitis, hernia, intestinal obstruction, 
cirrhosis of the liver, biliary calculi, suicide, homicide 
and various forms of accidents. 

The volume is addressed to physicians, health officers, 
sociologists, life-insurance officials and others interested 
in the health and welfare of the wage-earning population. 

The general usefulness of this book will naturally be 
limited to students and authors of medical statistics, par- 
ticularly those statistics dealing with trends of disease. 

The chapter on methods of compilation and analysis 
should be of great help to writers; the tables and graphs 
which are scattered throughout the text, as well as in the 
sixty-four-page appendix, should be advantageous. Many 
of the tables are based on rates standardized for age. This 
removes the pitfall of crude rates. For example, cancer 
among white females when standardized showed no in- 
crease throughout the entire period although the crude 
rates for the same period showed a considerable rise. 

The book should admirably serve the purpose for which 
it was written. 


The Human Mind. Karl A. Menninger. Second edition. 
504 pp. New York: Alfred A. Knopf, 1937. $5.00. 


When the first edition of this work appeared, it repre- 
sented a happy compromise between those books dealing 
with psychologic phenomena which tacitly suggest to the 
lay reader that he is being allowed in on the ground 
floor to see revealed the secrets of the physician and psy- 
chiatrist and those other books discussing the basic phe- 
nomena of psychiatry which are in themselves scholarly 
but none the less puzzling even to psychiatrists long past 
the tyro stage. In this volume, the author has, with Aris- 
totelian logic, presented the field of personality and de- 
scribed the form, etiology and treatment of the mayor 
psychiatric conditions. Illustration is for the most part 
case material from Dr. Menninger’s extensive and varied 
experience in mental disease which began with his 
training at the Harvard Medical School and the Boston 
Psychopathic Hospital under the late Dr. E. E. Southard 
and has continued until the present time. (He is now co- 
director of the Kansas sanatorium bearing his surname.) 
An acknowledgment is made in the reprinted preface to 
the author’s teachers; this includes such outstanding names 
as Southard, Meyer, Jelliffe, White, Healy and Williams. 
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The purpose of this revision is to evaluate anew the 
present-day knowledge of the human mind in light of the 
seven years’ advances since the book was first published 
and of the writer’s increasing experience and acquaintance 
with psychologic phenomena. The attitude of physicians 
is being directed more and more toward the psychosomatic 
problem, and due stress is laid upon this point of view. 
New methods of treating psychoses and neuroses have made 
necessary the enlargement of the chapter on therapy. 

The section dealing with psychoanalysis has been handled 
with a great deal of delicacy but without undue concession 
to the antipodal points of view which surround this tech- 
nic. It is also much more specific than was the same sec- 
tion in the earlier edition, due in large measure to the sys- 
tematized form of this edition and the arrangement of 
material. 

Dr. Menninger’s unwillingness to accept the doctrine of 
“hereditary damnation” has led him to expand on the 
fruitful possibilities of education by the application of psy- 
chologic methods in pastoral work. The importance of 
trained psychiatric nursing is observed, and it is indicated 
why an indifferent and untrained nursing personnel has in 
the past retarded and prevented improvement in many cases 
of mental disease. 


Although this cannot be recommended as a textbook in 
pure psychiatry for medical students or interns, it can be 
used as supplementary material by them. It will find its 
best application as a book to be placed in the hands of 
physicians in other specialties who find that psychiatric 
problems interject themselves into a ‘disease syndrome 
with persistent regularity. Nurses and social workers will 
waste no time if they make a careful study of its pages. 
To a certain extent it can be recommended to the relatives 
of patients who, never having been required to face the 
problem of mental disease, are resistant to the suggestions 
of the psychiatrist because they do not know what he is 
talking about. When the facts are explained as Menninger 
has done with an economy of space, relatives often become 
increasingly co-operative to what has previously seemed a 
bizarre plan of treatment. The author is to be congrat- 
ulated upon the accuracy, format and diction of this book. 


Methods of Treatment. Logan Clendening. Sixth edition. 
879 pp. St. Louis: The C. V. Mosby Company, 1937. 
$10.00. 


The popularity of this book as demonstrated by the fact 
that this is the sixth edition cannot be dismissed in fig- 
uring its value. To the reviewer the impression is created 
that an attempt has been made to cover more ground than 
is possible in such a volume. A great number of pro- 
cedures are mentioned without making it clear which of 
the various procedures are universally or in the author’s 
opinion considered more worth while. Some of the 
methods mentioned in the line of treatment are considered 
by the reviewer to be of very little value. Therefore, 
although the student or physician will probably find in 
this volume a statement in regard to almost any type of 
therapeutic procedure, he will find some which are not of 
recognized therapeutic value at the present time and will 
not receiye guidance in regard to which are of more 
value. In the treatment of congestive heart failure for 
instance there is no clear-cut or concise statement in re- 
gard to just what to do in order to clear up the edema, 
although there is a considerable amount of space used in 
a rambling discussion of the pathologic physiology of 
heart failure. The reviewer is surprised that a book of 
this type has obtained the popularity to make it worth 
while for the publishers to put out six editions. 
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Les Hépatites. Maurice Loeper. 
et Cie, 1937. 60 Fr. fr. 


This litthe monograph is a summary of our present 
knowledge of hepatitis due to various causes. The author, 
besides discussing the causes of abdominal meteorism, ven- 
tures the theory that it is due to insufficient circulation to 
the liver. It must be confessed that his arguments seem 
quite weak. There is an interesting chapter on catarrhal 
jaundice and a good chapter on spirochetal jaundice. The 
discussion of henaachromatosis appears inadequate as there 
is no reference to the theory of copper poisoning as an 
etiologic factor. The final chapter, devoted to tuberculous 
peritonitis as a complication of chronic hepatitis, could 
have been omitted without damage to the volume. There 
are numerous illustrations, and the photographs and 
photomicrographs in the first part of the book are printed 
upon heavy glazed paper of excellent quality. In the lat- 
ter part, however, a dull paper is used, which gives the 
reproductions a muddy appearance. Although this is not 
a complete treatise, the author has given a fairly good 
survey of the subject; but more than this, one must com- 
mend him for inserting a few references—an unusual 
and praiseworthy action by a French author. 


262 pp. Paris: Masson 


A Textbook of the Practice of Medicine. Oxford Medh- 
cal Publications. Edited by Frederick W. Price. Fifth 
edition. 2038 pp. New York: Oxford University Press, 
1937. $12.50. 


This textbook contains 2000 pages of rather finely print 
ed information concerning all phases of the practice of 
medicine, edited by Frederick W. Price and contributed to 
by a score or more of his colleagues. It represents the 
best thought in British medicine. Each section is signed 
by its author or authors and most of the material in this, 
the fifth, edition has been brought up to date. 

Protamine insulin is mentioned as is “sulphon amide,” 
and in most subjects the material is as up-to-date as one 
could reasonably expect in a work of this scope. Consid- 
erable space now devoted to polygraphic tracings of the 
heart and their significance might well be eliminated in 
favor of a discussion of the Lead 4 in the chapter on 
clinical electrocardiography. It was only in these chapters 
that the reviewer felt that this fifth edition might be lag- 
ging behind the times. 

It is an extremely useful book for medical students and 
the editor’s hope that it “may be considered a credit to 
the London School of Medicine” is abundantly fulfilled. 


Muir's Bacteriological Atlas. C. E. van Rooyen. 90 pp. 
Second edition. Baltimore: William Wood & Co.,. 
1937. $5.25. 


The first edition of this small book was published by the 
late Richard Muir in 1927, and consisted of some fifty-odd, 
excellent, colored plates, with explanatory legends, which 
were reproductions of charts drawn by Dr. Muir and used 
by “% for teaching bacteriology in the University of Edin- 

urgh. 

The present edition has been enlarged and the text re- 
written by Dr. C. E. van Rooyen. Twenty-six new colored 
plates have been added, and the illustrated micro-organ- 
isms include not only bacteria but also fungi, viruses, 
rickettsias and animal parasites. The accompanying 
legends are short but adequate. The atlas should prove 
to be extremely valuable to those beginning the study of 
medical bacteriology. As suggested by the author of this 
revised edition, it should be used only in conjunction with 
a standard textbook. 
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